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TVO ROADS TO TREATMENT 


The psychiatric hospital or the psychiatric unit in a 


general hospital—which is the better 


place to treat the mentally ill patient? In the following 


section two authors present their views as 


to how the question should be answered. 


I. The Case for the Psychiatric Hospital 


By GEORGE J. WAYNE, M.D. 


Director, Edgemont Hospital 
Los Angeles, California 


I cAN ASSUME, I am sure, that we all agree that there is 
abundant need for the services offered by both the psy- 
chiatric ward of a general hospital and the specialized 
facilities of the psychiatric hospital. No one among us 
wishes to convert this discussion into a debate—and if, 
in what I have to say, I seem to structure my points 
within the pro and con conventions of the debate, I do 
so for purposes of emphasis, not with the intent of 
belligerence. 

We all recognize that there has been a very marked 
trend in recent years toward accepting the psychiatric 
ward in the general hospital as the solution for the never- 
quite-solved problem of hospitalizing the psychiatric pa- 
tient. In many ways, this relatively new approach is a 
very good one—realistic, workable, convenient—but per- 
haps more convenient to the medical profession than to 
the patient. However, in our eagerness to foster this 
trend, some of us lose sight of the very real and quite 
unmatched advantages offered by the specialized psychi- 
atric hospital. 

It is on the unique function of this type of hospital 
that I want to focus attention. I am advancing nothing 
on an either/or basis. Many of the advantages which I 
attribute to the specialized psychiatric hospital are 
shared—more or less—by the general hospital, and many 
of the shortcomings which by implication I ascribe to 
the general hospital occur, of course, in many specialty 
hospitals too. 

With these disclaimers behind me, I'd like to anchor 
this discussion to this major premise: the total climate 


Read at a symposium on mental hospitals, at a meeting 
of the California Hospitals Association, Yosemite, Oc- 
tober 1959. 


in the psychiatric hospital—professional, social, inter- 
personal—is uniquely oriented to the reclamation of the 
psychiatric patient in a way which is not possible in any 
other kind of treatment setting. 

In documenting this premise, some of what I have 
to say applies to all psychiatric hospitals, and some of 
my supporting evidence will, understandably, be drawn 
from the psychiatric hospital with which I have had most 
extensive direct experience—the private hospital which 
I serve as medical director. 

Ordinarily, the psychiatric hospital can accom- 
modate a wider range of psychiatric patients than can 
the general hospital. The specialized hospital can take 
care of both the short-term and the long-term patient— 
the acutely agitated patient as well as the mildly dis- 
turbed one. Many general hospitals simply cannot admit 
the acute psychiatric patient, because they do not have 
the specialized facilities which are often required for 
the treatment of acute illness. In other general hospitals, 
the acute psychiatric patient may be admitted, but in 
the very defensible interests of the total hospital opera- 
tion, he must be isolated in what is virtually a padded- 
cell environment. 

In the specialized psychiatric hospital, these acutely 
ill patients are considered part of the normal patient 
traffic. They are expected; they can be cared for; they 
can .more often than not be helped. They can be ad- 
mitted on an emergency basis at any hour of the day or 
night, without the delays of red tape. Very often their 
own survival, or the safety of their family may depend 
upon this immediate care. In short, the specialty hospi- 
tal is more accessible to the psychiatric patient than is 
the general hospital. 

Once admitted, the acutely ill patient can be taken 
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care of more flexibly in a private psychiatric hospital 
than he can in a general hospital. Let me tell you how 
we handle him at Edgemont. We have a security wing, 
in which we exercise the usual precautions—no matches, 
no sharp instruments, no breakable mirrors, maximum 
supervision during mealtime and bathing. But within 
these restrictions, the acutely ill patient has quite a range 
of activity. The assumption is that the patient is going 
to improve, and as he does, his range will expand and the 
restrictions will be removed. 


FREEDOM OF MOTION 


These patients are not locked into their rooms; they 
are free to mingle with other patients in the wing if their 
condition permits them to benefit from contact with 
other people. They can spend time in a lounge area, 
watching television. They can have books brought in 
from our library. They can go outside into a private 
sheltered patio, where they may join other patients from 
this wing in meals or games. The door to this patio is 
always unlocked. These patients are not penned up. 

They can, with the approval of their attending 
psychiatrist, have visitors. They can, as they show evi- 
dence of recovery, begin to share in a controlled way 
the life and activities of the less disturbed patients in 
our open wing. Perhaps they are ready for a trip to our 
beauty parlor, or can benefit from our occupational or 
music-therapy program, or are well enough to come into 
the dining room and take their meals with the other pa- 
tients. The transitional steps from restrictions during 
the acute phase of the illness can, from my observations, 
be taken more realistically in a private psychiatric hos- 
pital than anywhere else, because the entire environment 
is geared to this type of progression for the patient. 

So much for the acutely disturbed patient. What of 
the other types of patients who are hospitalized for psy- 
chiatric illnesses, those who are at no point cut off com- 
pletely from the outside world but who are, in effect, 
chronic—that is, who will need some continuing support. 

Such patients feel at home, feel comfortable and 
“belonging” in a psychiatric hospital in a way that can 
rarely be duplicated on a ward in a general hospital. 
The general hospital can’t, in all good sense, give psychi- 
atric patients the amount of freedom and mobility which 
can be offered them in a psychiatric hospital. Too often, 
the psychiatric ward is peripheral to the main business of 
the general hospital, or worse than peripheral, shunned 
and side-stepped. Such special activities programs as can 
be planned are of necessity quite limited, because the 
real business of the general hospital is going on in the 
surgery, on the O.B. wards, or elsewhere. 

Such relationships as the patients may maintain with 
each other and with the outside world are also limited. 
Few general hospitals, even with the most advanced and 
admirably staffed psychiatric wards, have found it prac- 
tical to develop activities programs as varied and exten- 
sive as most specialty hospitals can offer. 

Again, I'd like to talk from my own experience. 
Edgemont is only one of many hospitals that offers the 
type of patient environment I’m going to describe. It 
may be unique in some respects, but fundamentally it 


adheres to a pattern which most of the newer private 
psychiatric hospitals are following. 

I am talking now about patients on our open wing 
These are fully ambulatory. They can and should haye 
a certain amount of supervised freedom, with careful] 
scheduled projects to fill their time purposefully. All of 
this—the freedom and the projects, as well as what we 
are able to find out about them and their problems as 
they react to freedom and to activity—is done under the 
supervision of each patient’s attending psychiatrist. 

Patients at Edgemont are not restricted to their 
rooms. The whole hospital is open to them. They share 
many of their waking hours with other patients, and this 
means companionship and much more. If often means the 
exchange of understanding and support. It may mean 
help given as well as help received—and the immense 
therapeutic value that comes from assuming a helping 
role. Patients eat their meals together, and share, as 
much as they like or are able, our social and recreational 
programs, our occupational and music therapy, our field 
trips. 

Most psychiatric wards in general hospitals have 
some form of occupational therapy, and many of them 
have also introduced music therapy. Many of them plan 
off-grounds excursions for their patients, and some of 
them offer a recreational program. But how many gen- 
eral hospitals have the space, the special facilities, and 
the staff for a really full-scale activities program? 

At Edgemont for example, the occupational therapy 
program not only includes the usual arts and crafts, but 
also extends to the publication of a weekly patient news. 
paper, the Forward Look, a four-page, mimeographed, 
engagingly nonprofessional publication. Obviously, this 
type of project calls for special equipment and more 
space than could be available on the average psychiatric 
ward. 


SOCIAL ADJUSTMENT 


Or, to cite another example, we give our patients the 
opportunity, once a month, to see how well they measure 
up in terms of the demands of a social situation. We give 
a dress-up party for patients, their families and friends 
and our whole staff, doctors included. Parties, of course, 
are given almost everywhere, but at best it’s just a make- 
believe party which is simply given by opening up the 
connecting doors between a couple of wards and pushing 
the beds out of the way. But when you have a spaciow 
recreation area that combines with your dining area, and 
when you can have the orchestra play and the guests 
dance without worrying about disturbing postoperative 
patients on the floor below, it starts to feel like a real 
life party. 

Everything about our activities program—our field 
trips which are particularly varied because Edgemont 
located in the heart of the metropolitan area, our show 
ings of films dealing with the problems of mental illness 
our group discussions, the choices patients have among 
outdoor sports and indoor games—is abundant and ut 
trammeled, with suitable and adequate equipment, be 
cause providing that type of supportive environment é 
our primary function. 
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W .at’s more, we offer this type of environment as 
a part of the continuing treatment for outpatients. We 
have f: ed the reality at Edgemont, as have most psychi- 
atric h spitals, that discharging a patient must, in many 
instanc 's, be a highly tentative, experimental undertak- 
ing. A id so we have made provisions for various modi- 
fication: of an all-out discharge. Almost all patients, of 
course, continue their psychotherapy after they leave the 
hospita. In addition, it is possible for some patients to 
return (0 their homes but to continue to receive day care 
from us, participating in occupational therapy, music 
therapy. and various forms of socialization. Patients in 
other circumstances with other types of needs can re- 
sume their work life and return to the hospital for night 
care. 


HALF-WAY HOUSE 


We have also provided a new and enormously im- 
portant type of continuing care. We have inaugurated, 
immediately adjacent to Edgemont Hospital and com- 
pletely integrated with the hospital facility, a half-way 
house for the patient who has no home to return to, or 
who, for reasons directly connected with his illness, 
should not return home but is able to leave the hospital, 
go back to work or to school, and in many ways resume 
a normal life. 

Such a patient, partly recovered but still in need of 
some support or at least some ties to a familiar and 
secure life, can live in his own apartment, come and go 
at will, take up as much or as little as he can of the life 
from which he once retreated. But he is never made to 
go it alone beyond his own strength. He takes his meals 
with other ex-patients; he shares in parts of the ongoing 
patient program if he wants to. He has a degree of psy- 
chotherapeutic supervision, and treatment and help are 
immediately available if he finds he has overestimated 
his own emotional strength. 

I have stressed, so far, the areas of difference be- 
tween the psychiatric hospital and the psychiatric ward 
of a general hospital in terms of environmental advan- 
tages to the patient. I am assuming that psychothera- 
peutically the patient receives equal treatment in either 
type of hospital, because we are talking only about thor- 
oughly qualified hospitals. I think, however, that we 
might touch on the ancillary services which the psychi- 
atric patient often needs—medical and surgical care, 
diagnostic facilities, and so on. 

In theory, the availability of such services is one of 
the major advantages of hospitalizing the psychiatric 
patient in a general hospital. Certainly the full range of 
medical services, including all specialties and all diag- 
nostic facilities, is available at such a hospital. I have 
found, however, that in some of the larger general hos- 
pitals, medical services for the psychiatric patient are 
sometimes not so readily available as one might imagine. 
Large hospitals—and I certainly don’t have to labor this 
point—aren’t always the most flexible of institutions, and, 
let’s face it, physical illness among psychiatric patients 
often seems to be not quite so much of an emergency as 
it does among the newly admitted, acutely physically 
ill patients in the medical and surgical wards. 


Two Roads To Treatment 9 
I mention this only as the reflection of an underly- 
ing attitude—certainly not as an accusation. But I do 
know that it is entirely possible to give immediate medi- 
cal attention in a psychiatric hospital. We do it at Edge- 
mont, with our own laboratory, and with a group of 
medical and surgical consultants on 24-hour call. 

The subject of nursing care also warrants mention. 
The nurse who takes care of psychiatric patients in a 
specialized hospital is, in effect, on the major service in 
that institution, and this tends to be reflected in her at- 
titude toward patients. The nurse in a general hospital 
who is assigned to the psychiatric ward may have quite 
a different attitude. She is, so to speak, out of the main- 
stream. She rarely considers her assignment a “plum”— 
you know, she’s off there with those crazy people—and 
this, too, is reflected in her attitude toward the patients. 

Incidentally, we are learning more and more about 
the specialized talents of a good psychiatric nurse as we 
give her the opportunity to work in specialized hospitals. 
I think it cannot be argued that for this particular type 
of nursing assignment much of the formal training of the 
nurse is quite wasted—her knowledge of surgical nursing, 
her experience in obstetrics, in anesthesiology, to name 
only a few examples. On the other hand, there is a real 
need for intensive training in interpersonal relationships, 
and more important, for a gift or talent in this highly 
sensitive area. 

A word on the use of volunteer help might be ger- 
mane here. Many general hospitals, particularly those 
supported by and integrated with religious groups, make 
generous use of volunteer help. There is, of course, a 
place for some volunteer assistance in a specialized psy- 
chiatric hospital, too. But I believe this is an area in 
which we ought to move with extreme caution. We use 
volunteers very selectively. at Edgemont, for assisting in 
occupational therapy, or for accompanying a group of 
patients to a museum, for example. But we find, as 
some of you must have found, that many volunteers have 
needs of their own that are quite as urgent as our pa- 
tients’ needs, and that involvement between patient and 
volunteer, except on the most superficial level, can do 
infinitely more harm than good to both of them. Some- 
how, the typical volunteer—full of good will and com- 
passion but not always endowed with insight—often 
can't resist the impulse to do oh-just-the-tiniest-bit of 
innocent misguided counseling—and that’s where we 
draw the line at Edgemo=* 


FOCUS ON THE PA‘ AT 


By way of summiny up, then, the case for the spe- 
cialized psychiatric hospital can be stated in these terms: 
in such a hospital, every facility, every program, every 
staff member, nonprofessional as well as professional, 
functions solely in the interests of the psychiatric patient. 
That patient is the hub of the wheel. All of its spokes 
are pointed inward toward him—his well-being, his 
needs, his recovery. The nurses at a specialty hospital 
such as Edgemont are there because it is the service of 
their choice—and future nurses, now training at Los An- 
geles City College, do their psychiatric service with us. 
The occupational therapist, the clinical psychologist, the 
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psychiatric social worker—each is concerned exclusive- 
ly with the problems of the psychiatric patient. The in- 
ternists who serve as our consultants are especially in- 
terested and especially qualified in the medical problems 
of the psychiatric patient, and since many of them main- 
tain offices in the medical center which is part of the 
hospital structure, they are always available. Our physi- 
atrist has planned his physical rehabilitation department 
entirely in terms of benefits to psychiatric patients. The 
attendant in our beauty parlor, the cooks, and the girls 
who serve the meals, the gardeners, and the maintenance 
men—everybody on the premises has a common assign- 
ment and a common goal: helping the psychiatric pa- 
tient. 


The hospitalized psychiatric patient needs more 
than his daily hour of psychotherapy. He needs more 
than rounds of tranquilizers and sedatives. While he 
is being treated, and, in fact, as part of his treatment, 
he needs a substitute home where he can have a measure 
of privacy, to be sure, but where he will also have in. 
terests, commitments, even responsibilities, that will give 
him a sense of being part of a world outside himself, 
And he needs, too, a substitute family, to give him under. 
standing, help, guidance and love. These are complex, 
delicately balanced needs. Meeting them should not be 
an incidental assignment, nor a by-product activity. It 
should be a primary function. In the specialized psychi- 
atric hospital, it is. e 


II. The Case for the Psychiatric Unit 


By JOSEPH T. GRECO 
Associate Director 

Barnes Hospital 

St. Louis, Missouri 


LITTLE BY LITTLE psychiatry is achieving its goal of be- 
coming a community concern. It is also developing 
closer working relationships with other branches of 
medicine and with surgery. As a result, greater empha- 
sis is being placed upon the general hospital as a proper 
facility to render diagnostic and therapeutic services to 
the mentally ill. This is not surprising, for it is in the 
general hospital that frequent mutual referrals, consulta- 
tions, and consortia become the media for psychiatry’s 
best collaboration with the other medical specialties. 

It will not be an easy task, of course, to put psy- 
chiatric services into every general hospital. Nor is this 
article intended to be the last word in formulating a per- 
manent role for either the general or the psychiatric hos- 
pital in treating mental disease. I suggest, however, that 
the difficulty in establishing psychiatric units in general 
hospitals will diminish as private psychiatric practition- 
ers increase. And they are bound to do so, if for no other 
reason than the professional satisfaction that is to be 
gained through the practice of their specialty in the 
atmosphere of the general hospital. Recently-trained 
psychiatrists find a particular appeal in being able to 
study, care for, and treat psychiatric patients on the in- 
dividualized basis long familiar to practitioners in other 
specialties of medicine; they question the efficacy of one 
doctor's treating large numbers of patients—a common 
practice in the isolated psychiatric hospital. Their desire 
to give individualized treatment, and the opportunities 
that are open for them to do so, invite the marriage of 
psychiatry to the general hospital. 

The addition of psychiatric units has dramatically 
affected the growth and improvement of general com- 
munity health centers. It has wrought a changed public 


attitude toward voluntary admission and prompt hospi- 
talization for the acutely ill. Today general hospitals 
admit more patients with a wider range of diseases than 
they ever have before. Longer periods of stay—if not 
total stay—are being sanctioned for persons afflicted with 
acute and subacute mental diseases. Because of these 
and other changes, progress is being made in treating 
mental illness more effectively. 

Of course, part of the increasing success of treating 
psychiatric disorders in the general hospital is due to 
chemotherapy, but a still larger portion is due to the 
combined skills of attending psychiatrists and consulting 
physicians. Basic and clinical researchers in psychiatry 
have developed new concepts and better techniques 
which increase the competency of psychiatric practition- 
ers. Now, with the allocation of teaching beds in gen- 
eral hospitals, interns and residents in psychiatry—like 
those in medicine and surgery—are acquiring new ex 
periences and skills which are necessary to intensive 
therapy. 

Despite these tremendous advances, however, we 
have not entirely eradicated society’s fear of mental ill- 
ness. Therefore, it is understandable that relatives—and 
perhaps some of the patients—cling to the unexpressed 
hope that an affliction manifested as mental illness may 
be attributed to a remediable physical disease rather 
than to a psychiatric disorder. The validity of this hope 
can be determined readily in a general hospital where 
the patient's illness can be studied immediately and in- 
tensively by a variety of specialists who have complete 
diagnostic facilities available to them. 

Mentally ill. patients and their relatives, having 
seen modern medicine’s triumphs over physical ills, also 
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take .ope in realizing that the general hospital is a place 
from hich return to normal living is a usual occurrence. 
The »sychiatric patient who accepts the principle of 
volu:. «ary admission enters the general hospital without 
the s ame, fear, or stigma that often plagues him upon 
enter.ag a mental institution. Psychiatric patients in 
gene’ il hospitals remain in close contact with their fami- 
lies aid friends; they receive the visits, ministrations, and 
attention of their chosen physicians, as well as of a va- 
riety of specialists. These factors make a big difference 
to the morale of the patient and his relatives. 

So far, I have broadly outlined advantages to be 
gained by adding psychiatric units to general hospitals. 
A review of activities in the Renard Psychiatric Unit of 
Barnes Hospital in St. Louis will help to make the point 
more specifically. 

Barnes is a teaching hospital, affiliated with Wash- 
ington University. It is completely departmentalized, 
both physically and functionally, and possesses all of the 
facilities and services listed by the guide issue of Hos- 
piTaLs, the journal of the American Hospital Association. 
It is fully-accredited by the Joint Commission on Ac- 
creditation of Hospitals, and its intern and resident train- 
ing programs are approved by the American Medical As- 
sociation. The chiefs of Barnes’ general and specialty 
clinical services are professors in the Washington Uni- 
versity School of Medicine. 

The Renard Unit is equipped and staffed to accom- 
modate patients suffering the widest range of psychiatric 
disorders. It provides services for the short- and long- 
term patient, the acutely agitated, and the mildly neu- 
rotic. 

The psychiatric staff alone, for the 106-bed unit at 
maximum occupancy, averages almost one doctor for 
every two patients. Obviously, the ratio of doctors to 
patients becomes much greater when one considers the 
total staff of Barnes Hospital in relation to Renard’s bed 
component. This provides for more thorough care than 
can be given in hospitals where the ratio is reversed— 
and often greater—or where the therapeutic physician is 
made responsible for larger numbers of patients. 


STAFF RESPONSIBILITIES 


Renard’s medical staff is composed of the univer- 
sity’s full-time attending staff, the private part-time at- 
tending staff, and the resident staff. Each of these staffs 
is responsible for patient care, teaching, research, and 
learning. 

The full-time staff, which has offices in the medical 
center, is primarily responsible for teaching residents 
and medical and paramedical students of the university 
and Barnes Hospital. Its members supervise the resi- 
dent staff's clinical practice and conduct a large portion 
of the basic research program. They also have the priv- 
ilege of hospital appointment in caring for private and 
semiprivate patients, as do attending staff physicians. 
Fees for services rendered to such patients are turned 
over to the medical school’s department of psychiatry, 
and are used to pay the salaries of the full-time staff. © 

The private, part-time attending staff, which has 
offices outside the medical center, shares the teaching 
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responsibilities of the full-time staff. Its members re- 
ceive professional fees for their treatment of private and 
semiprivate patients. 

Renard offers a three-year resident training pro- 
gram, with a fourth year for those interested in the posi- 
tion of chief resident or specialization in child psychiatry 
or various phases of research. The chief resident is ad- 
ministratively responsible for his staff, and arranges for 
the admission of Renard’s ward patients, who are re- 
ferred to the hospital by practicing physicians, commu- 
nity agencies, or the university clinics. These patients 
are not charged for treatment by the resident staff, and 
the hospital charges them less than the per-diem cost for 
its services. 


ADMISSION PROCEDURES 


Emergency services are available for all classes of 
psychiatric patients twenty-four hours a day, seven days 
a week. During evening and night hours patients are 
received and examined in the emergency room. A report 
of this examination is given to the referring doctor. 

If the referring physician is not a psychiatrist, or if 
further therapy or hospitalization is indicated, consulta- 
tion or referral to a staff psychiatrist is requested. The 
staff psychiatrist prepares further instructions and sees 
that they are followed through. 

Four separate offices handle admissions for the med- 
ical center’s seven units. Psychiatric admissions are 
processed in the Renard Unit. The patient, depending 
upon his condition and degree of personal insight, may 
either admit himself voluntarily, or be admitted invol- 
untarily by relatives or friends. A resident staff doctor 
is promptly assigned to him, briefly examines him and 
gives written orders for his immediate care. Then the 
resident physician extensively interviews the patient's 
next-of-kin or the person who accompanied him to the 
hospital. When this interview is completed, the patient 
is given a comprehensive examination. 

In the case of a private or semiprivate patient, the 
assigned resident contacts the attending physician for 
mutual exchange of information and issues any further 
instructions which grow out of this contact. Ward pa- 
tients remain under the active control of the assigned 
resident. 

During a patient’s admission to Renard, he receives 
the usual general-hospital laboratory check-up, a routine 
chest X-ray, and any other diagnostic examinations the 
attending physician may prescribe. Facilities and serv- 
ices such as psychological testing, electroencephalo- 
grams, medical and surgical specialty consultations, and 
anesthesiology are immediately available to the psychi- 
atric service. Occupational therapy is provided on a pre- 
scription basis. Recreational activities are voluntary, 
and social service workers are called in whenever there is 
a need for them. 

Three of Renard’s four nursing divisions are un- 
locked. There is one maximum security division for pa- 
tients who are passing through the suicidal or acute 
agitation phase of their illness. A roof-deck provides the 
advantages of a sheltered patio. Each nursing division 


is equipped with shuffleboards, television, radio-phono- 
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graph, and a large day room where all patients take their 
meals. 

Upon orders from their attending physician, all pa- 
tients, including those of the maximum security division, 
have more or less complete freedom of movement. Pa- 
tients of “open” divisions may leave the floor to go to the 
drug store, beauty parlor, or barber shop. Some have 
escort orders; others have complete hospital privileges. 
Maximum-security patients are always accompanied by 
an escort when leaving the floor. 

The Renard activities therapy department, through 
its individualized or group activities, is an active adjunct 
to the professional services in the various therapeutic 
programs. Activities range from those in a complete 
occupational therapy department supervised by a staff 
of four therapists and two aides, to those in a flexible and 
extensive recreation department, which has two profes- 
sional leaders and three aides. Patients go to occupa- 
tional therapy daily on a prescription basis, are offered 
two programs which run concurrently during the after- 
noon, and may participate voluntarily in the evening 
recreational program. 

The occupational therapy department is located in 
the hospital building in an area apart from the nursing 
divisions. Its physical facilities offer patients every op- 
portunity to accept responsibility, to express self-assur- 
ance and creative impulses, and to release excess psycho- 
motor energy. The department contains a complete 
kitchen, family laundry, and other homemaking devices 
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for the patients’ use. There is equipment for ceramics, 
painting, woodworking and other manual and graphic 
arts. Some activities call for group identification, sociali- 
zation, and personality evaluations. Therapists observe 
the patients’ emotional attitudes, physical reactions, and 
work habits, and report them to the medical staff every 
week by means of notes in the medical records or by 
conferences with the resident staff. 


VOLUNTARY RECREATION 


Renard’s recreational activities program encourages 
voluntary patient participation. Although therapy is not 
specifically applied, the program’s effect on patient de- 
velopment is definitely therapeutic. With the approval 
of their attending physician, patients participate in audi- 
torium activities, ward activities, trips beyond the cam- 
pus, and special projects. Auditorium programs, con- 
ducted two or three evenings a week, include volley 
ball, badminton, shuffleboard, body conditioning, ete. 
Folding chairs and portable stages adapt the facilities 
for parties, dances, live entertainment, movies, panel- 
quiz programs, and other group activities. 

Ward programs, which help to counteract patients’ 
reluctance to attend auditorium events, have become a 
regular activity. Recreation personnel visit each nurs- 
ing division weekly, and conduct such favorite activities 
as group singing, dancing, and various quiet games. 

At least once a week the recreation department ar- 
ranges “out-trips’—industrial tours, museum visits, sports 
events, theater parties, picnics, walks in the park, and 
so forth. This type of group activity is the department's 
main concern. However, it also fulfills the patient's need 
for personal recognition by encouraging him to partici- 
pate in special projects such as typing, assisting with 
party decorations, serving refreshments, and reporting 
for Renard Hi Lights, the patients’ weekly newspaper. 

There are those who question the quality of nursing 
care in a general hospital's psychiatric unit. I would 
like to point out that nurses are chosen very carefully 
for duty at Renard. They must indicate and possess an 
aptitude for, an interest in, and a desire to do psychiatric 
nursing. Many Renard nurses are university students 
working toward bachelor or master degrees. Students at 
the Barnes Hospital School of Nursing are given 13 
weeks of psychiatric duty as part of their training. 

This general description of the program at Barnes 
Hospital has been included to point up some of the 
values most likely to be gained from a psychiatric unit in 
a general hospital. Psychiatry alone cannot handle all 
of the problems which face it. It is unfortunate, there- 
fore, that administrators of mental and general hospitals 
continue to engage in controversies involving questions 
of competition and values in services rendered. These 
continued unstructured controversies during psychiatrys 
current productive evolution appear to be ill-advised, 
and reap only incalculable losses to the profession, to the 
patient, and to the doctor. The significant factor in suc- 
cessful therapeutics for the psychiatric patient rests m 
the doctor-patient relationship. This should be :0 
whether the patient is in a general hospital or in a mem 
tal institution. 
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Self- 


|tesponsibility 
For The 
Mentally 
Deficient 


By MATTHEW J. KRAUS, JR., Ph.D. 


Oregon Fairview Home 
Salem, Oregon 


IN AN INFORMAL EXPERIMENT, 300 mentally deficient pa- 
tients from Oregon Fairview Home assumed responsi- 
bility for their own welfare and behavior while living in 
a vacation camp for two weeks last June. For some, it 
was only the first or second time they had been outside 
an institution in years—for all, it was a unique experience. 
The patients shouldered their new responsibility with 
eagerness and with a competence that surprised many of 
the staff, and no serious patient-management problems 
arose despite a minimum of regimentation and supervi- 
sion. 

The camping experience showed there may be too 
much concern about the inability of the mentally de- 
ficient to make simple decisions for themselves. With 
proper guidance, many of the regimented activities on 
hospital grounds could be made the responsibilities of the 
patients. Of course, the choice of patients for such re- 
sponsibility-taking is a matter to be considered carefully 
and there must be adequate staff ready to “come to the 
tescue” if a situation becomes too complicated. 


WHY HAVE SELF-RESPONSIBILITY? 


Oregon Fairview Home is the state’s only institution 
for the mentally deficient. It cares for approximately 
2,600 patients, and the problems of housing, feeding, and 
clothing such a large population necessitate regimenting 
many patient activities. Times are specified for arising, 
going to bed, eating, working, bathing, and for numerous 
other details of institutional living. However, in such an 
atmosphere it is difficult to develop self-reliance in 
patients, and there is always the question, “Can certain 
patients assume responsibility for their own care and 
maintenance if they are given the opportunity to try?” 
Consequently, a summer-camp program was planned, 
partly as a vacation for patients, but also to find an an- 
swer to the preceding question. 


Self-Responsibiilty For the Mentally Deficient 13 


Between June 20 and July 1, 1960, some 300 male 
and female patients, between 18 and 35 years of age, 
were taken to a nearby state park in two groups of 150 
each week. In a representative sample of 27 patients in 
the group, IQs ranged from 24 to 92 with a median of 
49. However, over two thirds of the IQs were between 
41 and 64. 

The living arrangements at the park differed drastic- 
ally from those to which the patients were accustomed 
at the home. At camp they were awakened at 7 a.m. 
and breakfast was served at 7:30. If a patient wanted to 
sleep a little longer, he was allowed to do so. During the 
day there was little regimentation. At mealtimes a bell 
was rung and the patients came to the dining room of 
their own volition. As little work as possible was required 
of the patients, but they reacted to this by volunteering to 
help. Going to bed at night was, in a large measure, left 
up to the patients, and they usually retired at a reason- 
able hour. Throughout the two weeks, nightly bed checks 
were made and not a single case of absenteeism was 
reported. 

As far as can be determined, there were no serious 
problems with male and female patients living in close 
proximity to each other, mixing throughout the day, and 
eating their meals together. However, on several occa- 
sions individual patients needed to be reminded that 
there were certain rules of behavior to be observed when 
associating with the opposite sex. 


PATIENTS REACT FAVORABLY 


The most important question to be answered in 
evaluating the camp experience is, “How did patients re- 
act to the increased responsibility which was given to 
them?” On the basis of staff observations, it would seem 
that the great majority of the patients welcomed the op- 
portunity to make simple decisions for themselves. In 
one week of camp, the writer heard only one minor mur- 
mur of discontent from a patient; but to assess the pa- 
tients’ feelings more objectively, a study is now being 
made of questionnaires that were filled out by the pa- 
tients before they went to camp and again after their 
return. 

Generally, patients liked being able to come and go 
as they pleased and enjoyed the almost complete lack 
of regimentation. They also showed a desire to work in 
order to demonstrate their ability to use this added re- 
sponsibility. The reactions of one 24-year-old male pa- 
tient who is mildly deficient were typical. He felt free to 
do pretty much as he pleased, and expressed this feeling 
on several occasions. Yet he was one of the best workers 
in the camp and needed only occasional directions from 
the staff. This man has been institutionalized for 17 
years! 

‘Necessary activities, such as bathing, house-cleaning, 
etc., were quite often accomplished by patients with a 
minimum of supervision or direction from staff. All 
patients kept themselves clean and well-dressed, and the 
camp units were orderly and well-cared for. Thus it ap- 
peared to the staff that the majority of patients relished 
their new responsibilities and felt a certain sense of duty 
to live up to the expectations of the personnel. . 
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on the admissions service. With ‘Stelazine’, many patients 
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their treatment programs. 

« ‘Stelazine’ can reduce or eliminate delusions 


and hallucinations. 
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Gust Editorial 


Mr. Robert L. Robinson, Public Information Officer of 
the A: verican Psychiatric Association, has been serving 

in tha’ capacity since 1948. This month’s Notebook 

is based on a talk he gave to the Fifth Annual 

Conference of the Department of Mental Hygiene and 
Hospitals at Roanoke, Virginia. 


It Is ALTOGETHER AusPicious that several state mental 
health and hospital systems are adding full-time experi- 
enced public relations people to their staffs. The rapid 
mnfolding of integrated hospital-community treatment 
programs for the mentally ill makes skilled public com- 
munication more vital to progress than ever before. 

Curiously, it has taken a long time to alert the men- 
tal health disciplines to the value of the PR man in pro- 
gram development and administration. Most state de- 
partments of mental health now have at least one staff 
person assigned to full- or part-time public relations du- 
ties, but almost never do they carry a public relations title. 
If they are full-time, they are called, variously, Chief of 
Publications, Director of Editorial Department, Mental 
Health Educator, Information Officer or Specialist, Di- 
tector of Public Education. The part-time person may 
be an Assistant or Deputy Commissioner, a Chief of 
Psychology or Social Work, or almost anything. The 
Mental hospitals themselves seldom have a PR man, or 
i they do, he is even more carefully disguised. Why 
this blurring of the image of the PR man? Several rea- 
sons suggest themselves. 

Perhaps it is because, unlike the doctor, nurse, psy- 
thologist, and social worker, the PR man is not the 
? of a well-defined course of training. As a rule 

is a university product, but he may emanate from 
Salmost any academic department. About all we can say 
With conviction about his training is that he must be 
generally well-informed and specifically skilled in com- 
munications. 

Some professional people raise an eyebrow at what 
they consider to be the PR man’s “ghostly qualities.” 
He is supposed to be an “image builder.” He is a “cover 
Man” to explain away unpleasant facts. He is a “gim- 
mick” manufacturer and a “fund raiser.” The legislator 
May view him as an enemy agent whose only purpose is 
t extract more tax money for the entrenchment of bu- 
feaucracy. The professional person sometimes has the 
Hotion that the PR man wants to speak “for him.” (How 
fould he do that without training in medicine, psychia- 
By, social work, psychology? they ask.) 

All of this, of course, falls short of the mark. The 
Point is that the PR man—whatever we may call him— 
B expert in processing communications between those 
Who originate the subject matter (doctors, nurses, social 
Workers, for example) and the various publics who are to 
Feccive it and understand it. However well-informed he 


may be, he need not be and usually is not expert in the 
subject matter he communicates. He does not speak for 
or in place of the professional; he helps the professional 
to speak for himself. 

One may hope that the occasional legislator’s view 
of the PR man as a trickster will quickly give way to the 
more statesmanlike concept that a public service agency, 
such as a state mental health department, has a moral 
obligation to present the best possible case it can to ob- 
tain adequate funds to carry out its public responsibility. 
Such clarity is not possible without processing through 
the hands of a communications specialist the complex 
data that is pertinent to building the case. Someone 
must convert the dreary statistical tables into charts and 
graphs that can be understood. Someone must translate 
the jargon-loaded reports of the professional into the 
mother tongue. 

The PR man is no ghost. He is a stark reality, in- 
dispensable to the functioning of a highly technological 
society in which it is no longer possible for policy 
makers and leaders personally to receive, digest, and 
transmit the vast amount of data that must be processed 


' in and out of their offices. 


Mental health workers have come a long way— 
with the help of journalists and PR people in various 
disguises—in convincing the public that mental illness is 
truly an illness to be treated as such, rather than some- 
thing inflicted on us diabolically by chance. Now, how- 
ever, the mental health professional is asking something 
more of the man on the street than that ke be more gen- 
erous with his pocketbook. The man on the street is 
being asked to entertain the notion that he can relote to 
the victims of mental illness in a personal way and thus 
help in achieving the therapeutic goal of recovery and 
rehabilitation. Is that not implicit in the wide range of 
community facilities that are projected as devices to keep 
patients out of and shorten their stays in the hospital? 
This is quite a package to sell! It will take some mighty 
skilled communications to do it. Public relations people 
must be called in to help. It doesn’t really matter what 
titles are put on their doors, albeit it would be gratifying 
to have a rose be called a rose. 
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The White House Conference on Aging: 


A REPORT ON THE 
MENTAL HEALTH GROUPS 


THE CoNvicTION that the community—given the facilities 
—can often deal best with prevention, treatment, and 
care of an aging individual’s mental illness dominated 
mental health workgroup discussions at the first White 
House Conference on Aging. This conviction had also 
appeared many times in the 120 mental health recom- 
mendations submitted by 37 states for the delegates’ con- 
sideration. As a result, it was prominent in the final rec- 
ommendations prepared by mental health workgroups: 


Mental health is adaptability to internal and exter- 
nal change, recognition of self limitations and potential 
and the maintenance of a variety of sources of satisfac- 
tion. Any condition that causes pathological changes in 
these areas can create mental illness in the individual re- 
gardless of age. To provide adequately for the mental 
health needs of older people consideration must be given 
to certain positive concepts. 

a. The development of a public enlightenment pro- 
gram which recognizes that public attitudes toward men- 
tal health can and must be changed. This process of en- 
lightenment should begin with the child in the family 
and continue throughout life. 

b. That the mentally ill aged should receive service 
in the community from the same agencies and clinics 
serving other groups. 

c. The aged should receive mental hospital service 
only when they are mentally ill and there are psychiatric 
indications. 

d. Mental health services, inpatient and outpatient, 
should be organized to allow free movement of patients 
between services depending on treatment needs. 

e. The community should provide a proper psychi- 
atric evaluation of any patient prior to initiating com- 
mitment proceedings. If commitment is indicated plans 
should be started immediately toward return of the pa- 
tient to the community. The procedure of commitment 
should not require a finding of incompetency. 

f. Any plans which provide health care or assistance 
should not exclude the mentally ill. A percentage of all 
Federal Hospital Construction funds should be ear- 
marked by the states for mental health facilities. 

g. Extension of mental health services is dependent 
upon an adequate number of mental health personnel. 
Therefore, steps should be taken immediately to increase 
the number of trained personnel. 


For months before the WHCA convened, January 9- 
12, 1961, the National Advisory Committee was absorbed 
in fashioning its program. Hayden H. Donahue, M.D, 
Assistant Superintendent, Arkansas State Hospital, was a 
member of the committee, and Mathew Ross, M.D, 
Medical Director, American Psychiatric Association, 
served as a consultant to it. The part of the agenda 
dealing with mental health was formulated by the Plan- 
ning Committee of the conference’s Mental Health Sec- 
tion, under the co-chairmanship of Drs. Donahue and 
Ross. 


DISCUSSION TOPICS 


The structure of the conference consisted of 20 sec- 
tions grouped under 10 major headings, and divided into 
from one to four related sections. The 10 broad areas 
covered socioeconomic implications of population trends 
and inflation on the aging; health and medical care; so- 
cial services; housing; education; the role and training of 
professional personnel; leisure time activities; religion; 
various aspects of gerontology; and local, state, service, 
and federal organizations and programs. In workgroup 
meetings, scheduled around three plenary sessions, rami- 
fications of these general subjects were examined during 
detailed discussions. 

Mental health problems in regard to the aging were 
the paramount concern of delegates assigned to Section 
5, Health and Medical Care, workgroups D 1 through 4 
Discussions focused on improving mental health and on 
the prevention, early detection, and treatment of mental 
illness. 

Under the chairmanship of Dr. Donahue, one group 
discussed training and procurement of personnel, and 
explored preventive and extramural services for the met 
tally ill. 

Another workgroup, chaired by Dr. Ross, discussed 
interdisciplinary approach, and the attitudes, informa 
tion, and education necessary for public enlightenment 
about mental illness. 

Gerald D. Dorman, M.D., Medical Director, Em 
ployees Welfare Dept., New York Life Insurance Com 
pany, led his group in discussing mental hospital care- 
admissions, laws pertaining to hospitalization, care, and 


discharge planning. 
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) ehabilitation and financing mental hospital care 
were considered by the group under the chairmanship 
of G orge W. Jackson, M.D., Director of Institutional 
Man: zement, State Department of Social Welfare, 
Kans: s. 


PLA’; FOR ACTION 


The idea for the conference was conceived three 
years ago on January 8, 1958. At that time, John E. 
Fogaity, Congressman from Rhode Island, stepped for- 
ward to tell his colleagues, “There has been a great deal 
of talk about aging and what we need now is action.” 
With these words he introduced the WHCA Bill. 

He had seen what former White House conferences 

had accomplished by focusing national attention on the 
problems of children, young people, and education. The 
time had come to use this forum on behalf of the aging. 
Five basic problems urgently demanded attention: em- 
ployment, income, housing, leisure time, and health. “It 
has long been my conviction,” Mr. Fogarty said, “that 
the responsibility for meeting these challenges was pri- 
marily that of the communities and the states, and that 
the Federal Government should stand ready to work 
jointly with them and their citizens toward a common 
coal.” 
. Between the initiation of the WHCA and its realiza- 
tion, each state was asked to review its particular prob- 
lems in the field of the aging, and to compile a list of 
recommendations for the consideration of the conferees. 
Mr. Fogarty stressed his personal belief “that any recom- 
mendations or action must allow the older person’s in- 
dependent choice and create opportunities for self-help 
in planning his own future.” This principle was repeated 
many times over in suggestions received from the indi- 
vidual states. 

When preconference groups buckled down to their 
tasks, one problem besetting the elderly—good health, 
and how to pay for it—claimed a large share of their at- 
tention. Eventually, and not too unexpectedly, it ignited 
a controversy which had been smoldering fitfully for 
some time. Legislators, and others concerned with the 
nation’s health and welfare, advocated Social Security 
financing of medical care for the aging. This position 
drew much-publicized criticism from the American Med- 
ical Association, finally uniting many AMA members in 
battle stance against the prospect of “socialized medi- 
cine.” The press reported a plethora of charges that 
organized medicine had “stacked” WHCA proceedings 
against Social Security adherents, although the outcome 
of votes on the issue did not support these charges. 

The conference was opened with some informal 
remarks by President Eisenhower. The 70-year-old 
President, looking jaunty and fit, referred to the dele- 
gates’ purpose in convening, adding jokingly, “I don’t 
want to get too definite about this aged business.” 

He expressed the hope that it would be a profitable 
conference “where every conceivable opinion, no matter 
how bitterly opposed it may be to some other opinion, 
will be fully aired, and out of your deliberations will 
come some kind of guidance that the Congress can use 
as it proceeds in its own deliberations later.” 
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Other notables at the opening session included 
Arthur S$. Flemming, Secretary of Health, Education, 
and Welfare; Bertha S. Adkins, Under Secretary of 
HEW; Pat McNamara, Senator from Michigan; and 
Congressman Fogarty. 

Mr. Flemming reminded delegates that there are 
now some 50 million Americans who are middle-aged, 
and that nearly 16 million of them have passed their 
65th birthdays. “We have not yet adjusted our sense 
of values,” he said, “our social and cultural ways of life, 
our public and private programs, to accommodate the 
concerns of this vast legion of old and aging people. . . . 
The concept of the White House Conference recognizes 
that a climate for ‘aging with a future’ is the concern 
of everyone in our land, and all levels of our society 
should accept responsibility for action.” 

Senator McNamara used the occasion to give im- 
petus to the controversia] aspects of the conference by 
stating that in one workgroup “one out of every three 
delegates represents the medical or dental or insurance 
professions.” He remarked that it was unfortunate that 
“the American Medical Association continues to devote 
such massive effort to the promotion of its Nineteenth 
Century philosophy rather than concentrating on the 
needs of today.” More constructively, he reported that 
he had proposed an office of aging in the Department 
of HEW. 

When Mr. Fogarty claimed the rostrum, he referred 
to the charges favoring one interest as “serious and in- 
sulting to those facing the problems of the aged.” He 
said that he was introducing a bill for a Federal Com- 
mission on Aging, which would have independent status 
and report directly to the President and Congress. The 
commission would concentrate on research and not com- 
pete with other government agencies in the field. 


WIDE PARTICIPATION 


Despite this major conflict of interest between par- 
ticipating groups, the well-organized conference moved 
ahead to highly worthwhile consideration of its objec- 
tives. Eight Washington hotels overflowed with the 
2,800 voting delegates, representing 300 national volun- 
tary organizations, National Advisory Committee mem- 
bers, consultants to the 200 Planning Committees, each 
state, the District of Columbia, Puerto Rico, and the Vir- 
gin Islands. Additional delegates were designated by 
the Secretary of Health, Education and Welfare. Special 
invitations were sent to state governors, members of 
Congress, personnel of federal departments and agen- 
cies, and representatives of foreign countries. 

A gratifying number of these delegates represented 
psychiatry or some phase of mental health work. In 
workgroup discussions they proved to be fully aware of 
thé contributions they can and must make toward im- 
proving the lot of aging Americans. However, they also 
realize that such contributions are in jeopardy unless the 
urgent need for them is understood and supported by 
every citizen in every community. If the mental health 
group’s final recommendations stimulate active programs 
toward this end, they will become—as their authors in- 
tended—outlines for progress. + 
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Higher 


Leaning 


Five THERAPIsTs at the VA Hospital in Waco, Texas, are 
teaching adult patients everything from the Three R’s to 
college mathematics, and from shorthand and typing to 
business law and salesmanship. These five, four with 
M.S. degrees and one engaged in graduate work, com- 
prise the teaching staff of the Educational Therapy Sec- 
tion of the hospital. 

The Veterans Administration began conducting 
adult educational programs for patients in its neuro- 
psychiatric hospitals immediately after World War II. 
The program at Waco has been active for 15 years. It 
covers basic instruction for illiterate patients as well as 
for those with limited formal education, to provide them 
with reading and writing skills adequate for routine work 
assignments. The program also includes refresher courses 
in English and mathematics at both high-school and col- 
lege leve's for patients who have previously attained such 
levels but, as a result of illness or for any other reason, 
have a need to refresh their knowledge. These courses 
are also helpful to patients who have graduated from 
high school and plan to enter college. 

Instruction in arithmetic science, and English are 


available for patients who require them in order to enroll 
in trade schools, and are a necessary part of the educa- 
tional process of patients who are attending the hospital's 
various vocational programs and whose _post-hospital 
goals are planned in the vocational fields. Organized 
classes are conducted in bookkeeping and accounting 
(beginning and advanced), office machines, typing, 
shorthand, business English, salesmanship, and business 
law. 

End-of-course tests are administered by the thera- 
pists and sent under VA contract to the Extension Divi- 
sion of the University of Wisconsin for grading and issu- 
ance of completion certificates. These certificates are 
accepted at local business colleges and permit patients 
to continue to the next highest course. General Educa- 
tional Development Tests are also administered. Patients 
who successfully complete them are eligible for a Texas 
Education Agency certificate, which is recognized as 
acceptable qualification for employment by Civil Service 
as well as by many other employers. 

As in all the VA hospitals, educational therapy at 
Waco is one of the five major sections of the physical 
medicine and rehabilitation service, the others being 
manual arts therapy, occupational therapy, physical 
therapy, and corrective therapy. 

WALTER L. FORD, M.D. 


Director, Professional Services 


Geriatric 
Activation 
Program 


For SEVEN YEARS, Fergus Falls State Hospital in Minne- 
sota has made a concentrated effort toward better pro- 
graming for geriatric patients. Its facilities include four 
wards for senile patients, in the main part of the hospital, 
and two newer geriatric buildings which are designated 
as intensive treatment areas for three hundred men and 
women. Personnel have been assigned to the buildings 
by the recreation and occupational therapy departments 
to remotivate these patients, with the hope of their even- 
tual discharge. 

The most recent addition to the program is a new 
“activities” wing, which connects the two buildings. For 
the past few months, the recreation department has con- 
ducted scheduled, specific activities for the aged in the 
new unit and it has found that elderly people, as they 
learn routines, are more willing to participate in activi- 
ties which they formerly considered “kid stuff.” 

On Monday through Thursday from 8:30 to 9:30 
a.m. men patients come to the wing for remotivation ac- 
tivities. They begin with calisthenics and, after warming 
up, play such games as kickball, dodgeball, modified 
bombardment, rhythm games, and whiffleball. Over sixty 
men are brought in for the calisthenics, but when these 
are over, some of the men leave for occupational therapy, 


others are returned to the ward, and approximately thirty 
men stay for the activities. (All patients receive exercise, 
because they need some type of physical activity. ) 

The women arrive at 9:30 a.m. and almost 140 of 
them, as well as the personnel from their buildings, take 
part in the exercises. As with the men, the group is 
thinned down to thirty for more specific games or crafts, 
after limbering up. 

On Friday mornings the patients from both build- 
ings take part in an hour of singing, which they usually 
enjoy. 

Afternoons are for more diverse functions: On Tues- 
days there is a card and game session; on Thursday the 
activities vary from a Ladies Aid Group to birthday 
parties and dances; and extra activities and programs are 
conducted during the week by volunteer groups. 

It cannot be stressed too often that, with routine 
and familiarization, geriatric patients do join in and en 
joy things they may have avoided in the past. However, 
the initial effort in activating the patients is made through 
group prescription—the patients have to be brought to 
the activity whether they want to or not, just as in bath- 
ing, eating, or sleeping. 

Through a good occupational therapy program, 
together with proper medications, good ward care and 
attention, and a well-rounded rehabilitation therapies 
program, the geriatric patients at Fergus Falls are being 
remotivated toward better mental attitudes. 

LARRY ZAMBINO 
Patient Activities Leader 
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A ?atient-Sponsored 


Fellowship Club 


By JOHN E. BROWN, M.D. 
and |. HARRY FEAMSTER, Ph.D. 
VA Center, Gulfport Division, Biloxi, Mississippi 


DuRING THE PAST SEVERAL YEARS the trend in neuropsychi- 
atric hospital and ward management has been away from 
the strictly authoritarian rule of the custodian and toward 
the team approach of the therapeutic community. With 
this changing philosophy some very valuable and in- 
teresting by-products have developed. It is not the pur- 
pose of this paper to deal with the subject of the thera- 
peutic community, as it has been extensively described 
elsewhere. We wish, rather, to report on what we con- 
sider to be an outgrowth of the new management phi- 
losophy. 

In the “old days” when one was concerned about 
being attacked while walking through the wards, new 
personnel were told, “Don’t worry about the patients 
attacking you in a group. They never do anything as a 
group on their own initiative.” In the “old days” this was 
true not only of destructive behavior but of constructive 
behavior. Each patient tended to remain psychologically 
isolated from the other, and self-initiated group action by 
patients was unheard of. 

Recently we at Jefferson Davis Hall have been de- 
lighted to see the exception to this rule unfold spon- 
taneously on the part of our patients—a development of 
which we had no knowledge until so informed by the 
patient group. 

In keeping with our belief that patients tend to im- 
prove when given appropriate responsibilities with ade- 
quate recognition for their performance, we submit the 
following paper. This article regarding the patient or- 
ganization is transcribed as the former patient himself 
wrote it—without editing on the part of our staff. 


THE FELLOWSHIP CLUB 


In the last five years, it has become a growing 
tendency in mental hospitals to give patients more 
freedom and more responsibility in handling their own 
affairs. In B Ward, an open ward of the Gulfport 
Division of the Veterans Administration Center, two 
organizations illustrate these tendencies. One is the 
Therapeutic Community group, at whose meetings pa- 
tients may criticize each other and the staff, and make 
recommendations for improvements on the ward. The 
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other is the creation of the patients themselves to pro- 
vide amenities not already available on the ward. This 
is the Fellowship Club. 

Since its foundation in late January 1958, the 
Fellowship Club has found itself engaged in four 
major activities: Recreation, aiding indigent patients 
on the ward, helping patients leaving the hospital to 
find jobs, and repairing patients’ clothing. The club 
gives a party at least once a month, usually attended 
by almost half the patients on the ward. These parties 
have always featured a dance whose music is provided 
by a small orchestra organized by the club. Refresh- 
ments are chosen and prepared by the joint efforts of 
patients and volunteer workers. In addition, one of the 
volunteer workers, using supplies furnished by the 
club, cooks doughnuts and distributes them on the 
ward at least twice a week. 

Not only the parties, but two of the club’s other 
major activities require the collection of donations for 
specific projects. These can be given at any time, but 
a table is set up when the patients receive their hos- 
pital allowances every ten days, so that active mem- 
bers may donate while they have cash in hand. From 
this completely donated fund—and no pressure is used 
to collect—five patients without money are given books 
of tickets each month which they can use in the can- 
teen. During 1958, in addition, three indigent patients 
leaving the hospital were given sums large enough to 
sustain them while they began to look for jobs. By 
far the greater part of the club’s funds, of course, goes 
for its parties. 

The fourth major activity of the club is made pos- 
sible by the assistance of ladies from the outside, 
mainly from the Auxiliary of the Disabled American 
Veterans of Biloxi. They spend all day each Wednes- 
day in a sewing circle on the ward attaching buttons 
to patients’ clothing and repairing them. All of these 
activities are carried out by a group of officers elected 
by all the patients, and the affairs of the club are con- 
ducted according to standard rules of order. 

The Fellowship Club, which was founded and is 
conducted by patients for patients, has just completed 
a successful year providing recreation and services in 
the hospital which would not otherwise have been 
available. The club is an excellent example of how 
well the new trend in hospitals to give patients re- 


= for themselves can work if given half a 
chance. 


The patients have contrived to delegate their finan- 
cial arrangements to trusted patrons of the club who are 
not connected with the hospital. They developed a com- 
plete accounting system, including regular inspection of 
their ledgers by the club’s auditing committee. Social 
activities have been well planned and generally success- 
ful. Problems arising when responsible club members’ 
mental illness exacerbated have been handled with con- 
siderable finesse. 

As the development of the club progressed, its mem- 
bers met and dealt with any problems which they con- 
sidered to be threatening to its financial and social in- 
dependence. One current problem with which club mem- 


. | 
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bers are dealing involves conflicts between club social 
activities and Canteen Service concession rights. An- 
other problem developed when the Hospital Finance 
Division, learning of the club activities, determined it 
necessary to take over and assume responsibility for the 
club’s financial operation, which was, despite the patients’ 
precautions, against existing VA regulations. At this 
point the patients availed themselves of consulting serv- 
ices in the person of the ward psychiatrist, who agreed 
to act as their intermediary. Contact was made with the 
director of professional services and the assistant manager. 
After further talks with the ward psychiatrist and with 
representatives of the club, the manager asked the VA 
Central Office for an interpretation of regulations to allow 


patient-contributions for specific projects. An affirmative 
answer was promptly received, and the morale and con- 
fidence of Fellowship Club members were considerably 
strengthened. 

In conclusion, we believe that the spontaneous and 
unprompted creation of this valuable organization com- 
posed almost entirely of schizophrenic patients would 
not have materialized had we clung to the outmoded 
concept of our role as that of custodian. While the tran- 
sition to a more modern approach to ward management 
seems to serve as a stimulation to the patient group, the 
reverse of this also applies. The patients’ esprit de corps 
regenerates the ward team’s enthusiasm and its spirit of 
initiative and enterprise. 


AFTER HEARING PATIENTS COMPLAIN of the difficulty of 
finding a partner for chess or a fourth for bridge, the 
writer secured permission from the superintendent to or- 
ganize a combined bridge and chess club to meet one 
night a month in the hospital auditorium. A telephone 
call to the president of the Wilmington YMCA Chess 
Club elicited an offer of help, and a few nights later three 
members of the YMCA group drove out to the hospital 
for the first meeting of the Delaware State Hospital 
Bridge and Chess Club. 

For this meeting the auditorium was set up in four 
sections: one for those who already knew how to play 
bridge, one for those who played chess, a third for those 
who wanted to learn bridge, and a fourth for those who 
wanted to learn chess. Although the hospital club is now 
going into its fourth year, this plan has continued in 
effect. 

The first meeting pointed up the need for expert in- 
struction in bridge. Accordingly, the president of the 
Delaware State Bridge Association was invited to attend 
the second session. He came with one of his officers, and 
from that time on the YMCA Chess Club and the Dela- 
ware State Bridge Association have acted as joint spon- 
sors of the DSH club, providing instructors at each meet- 
ing. The value of the sustained interest and cooperation 
of these two organizations cannot be overstated. 

The state bridge group has also provided rotating 
teams of two instruciors each for weekly on-ward instruc- 
tion in bridge. Nearly 100 persons on 11 wards have 
learned the fundamentals of the game in this manner. 
Besides contributing a healthy increase to monthly at- 
tendance at the DSH Bridge and Chess Club meetings, 
this on-ward instruction has provided other benefits. A 


Cooperate ve Recreatwon: 


BRIDGE AND CHESS 


good many patients on each ward welcome the intellec- 
tual challenge of “the two hardest games.” They enjoy the 
social atmosphere thus created, and they quite often de- 
velop sound friendships with their instructors. An all- 
male instruction team on the women’s ward produced 
good results in learning, in the patients’ personal appear- 
ance, and in the general appearance of the ward. Attend- 
ants, who originally regarded the experiment with suspi- 
cion, began to welcome the instructors and have the 
bridge tables set up for them ahead of their arrival. In 
two instances where it was feasible, men and women 
were combined in the on-ward classes. Again the results 
were good, both in re-awakened social consciousness and 
in improved personal appearance. 

Since its first meeting in February 1957, the DSH 
Bridge and Chess Club has had an average attendance 
of 37, from a low of 28 to a high of 54. This may not 
seem many from a hospital population of 1450, but it in- 
cludes most of those who are really able to benefit from 
the activity. Patients from six open wards are permitted 
to come to the evening meetings and return to theit 
wards in a group without escort. This seems to have 
some fringe therapeutic benefits. 

The experience of the DSH Bridge and Chess Club 
indicates that this type of recreation has considerable 
value for mental patients. Bridge and chess provide ex- 
cellent exercise in concentration, good judgment, and self- 
control; they are pleasant outlets for self-expression and 
for both aggressive and social instincts; and they are 
stimuli toward wider and deeper living, away from ut- 
healthy preoccupations and anxieties. 

CORNELIUS A. TILGHMAN 
Recreational Aide 
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Operation Middleman 


By ROBERT EDWALDS, M.D. 
Department of Psychiatry 

Upstate Medical Center 

Syracuse, N. Y. 

and WILLIAM PADEN, M.S.W. 
Central Clinic 
Cincinnati General Hospital, Ohio 


How a state hospital outpatient clinic can 
fill the much-needed position of “middleman” 
between hospital, family, general 
practitioner—and the psychiatric patient 


THE STATE HOSPITAL OUTPATIENT CLINIC can play an im- 
portant role in the treatment of seriously ill psychiatric 
patients. The very fact that the clinic is directly con- 
nected with a state hospital allows it to offer the patient 
advantages that are found in no other type of clinic. Per- 
haps one of the most important of these is that this type 
of facility can give assistance or immediate hospitaliza- 
tion in time of emergency, when the patient’s needs are 
greatest. 

The Outpatient Clinic at Galesburg State Research 
Hospital® is a case in point. There is a full-time clinic 
staffed by a psychiatrist, a social worker, a secretary and 
(by referral) a part-time psychologist. It has two major 
functions: (1) to provide follow-up care for discharged 
patients; and (2) to evaluate and screen adult patients 
for admission to the hospital (children and adolescents 
under the age of 18 are seen by a state-operated traveling 
clinic). Partly as a consequence of its screening function, 
the clinic is also providing emergency, short-term case- 
work; supportive psychotherapy; and drug therapy. This 
constitutes an effort to support the patient through criti- 
cal periods and perhaps forestall the need for hospital- 
ization. 


HOSPITAL SCREENING 


New patients from the community are seen in the 
clinic by appointment after referral from the family 
physician, and occasionally from the courts and police. 
Emergency evaluations can then be made the day of 
referral and, if necessary, the patient can be admitted im- 
mediately to the hospital. Ideally, under this system, very 
few patients should have to be committed to the hospital 
without first being seen in the clinic. However, an 
occasional patient will be unable or unwilling to come 


*At the time this article was written, both authors were 
on the staff of the Galesburg Clinic, Dr. Edwalds as di- 
rector and Mr. Paden as social worker. 


to the clinic, in which case regular commitment proceed- 
ings are followed. Fortunately, most patients can be re- 
ferred directly to the clinic before they become so dis- 
turbed that they have to be brought into the hospital 
by force. 

Usually, when families feel one of their members is 
mentally ill, they first contact the family doctor. He 
then, instead of sending them to the county court to file 
petition for commitment, refers them and the patient to 
the hospital outpatient clinic. If the relatives try to file 
a petition with the county court anyway, they are told 
that the patient must first be seen in the hospital out- 
patient clinic. Eventually it may even be desirable to 
have all admission procedures, including commitments, 
handled through the hospital. In fact, figures show that 
since patients can be referred to the outpatient clinic in 
the early stages of illness, approximately 75 per cent of 
those who are admitted to the hospital go voluntarily. 

When the patient first comes to the clinic, he is ex- 
amined by the psychiatrist. If possible, the social worker 
talks with the relatives, and if he is too busy, the psy- 
chiatrist sees them. Immediately after the new patient 
and his relatives have been interviewed the psychiatrist 
and the social worker discuss the case briefly and outline 
a tentative treatment plan. Even if the patient is to be 
hospitalized, plans for his eventual return to the com- 
munity are discussed with the relatives. If psychological 
tests are indicated, the patient is tested within a few days 
and he then returns to the outpatient clinic the following 
week. Inasmuch as clinic time is not tied up with lengthy 
formal staff conferences, and scheduled appointments are 
not allowed to fill the entire day, time is available for 
handling emergency psychiatric problems, both for new 
patients and for discharged hospital patients. When time 
is available, the psychologist and social worker have in- 
formal conferences to discuss difficult and interesting 
cases. A few patients are seen for short- and long-term 
psychotherapy by the psychiatrist and the social worker. 

The clinic operates with a minimum of formality, 
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but summarized records are kept up to date. The refer- 
ring physician receives a copy of the psychiatric exami- 
nation with recommendations for further outpatient treat- 
ment or for hospitalization. After the patient is dis- 
charged from the hospital, the family physician receives 
a report of the clinic's follow-up interview. 

This system is beginning to function fairly well for 
the clinic’s own county; however, the hospital serves a 
rather large rural area and it is difficult to screen patients 
who live over 50 miles away. When the patient lives 
more than 50 miles from the hospital, it might be desir- 
able to conduct pre-hospital screening in the nearest 
community mental health clinic. The state hospital would 


then have effective liaison with the entire area it serves, 
Inadequate community welfare facilities, especially in 
the rural areas, make it difficult to refer patients and 
families in need of assistance but not in need of hospital- 
ization. Because there is no community mental health 
clinic within this hospital’s area, there is virtually no 
resource for long-term psychiatric treatment for the pa- 
tient unable to afford private psychiatric care. 


FOLLOW-UP CARE 


The discharged hospital patient is usually seen with- 
in one month after he leaves, although an appointment 
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can be arranged the week after dis- 
charge if this is recommended by the 
hospital staff. The psychiatrist and 
the social worker discuss each patient, 
and the psychiatrist prescribes medi- 
cation. Since follow-up care involves 
primarily an evaluation of the pa- 
tient’s ability to function socially, the 
majority of discharged patients are 
seen only by the social worker except 
for brief contact with the psychiatrist 
for medication. The psychiatrist does 
see discharged patients if a psychiatric 
evaluation is needed, if there is a 
question about returning the patient 
to the hospital, or if the social worker 
asks him to see the patient. Family- 
care patients are handled in much the 
same manner, with the social worker 
being responsible for supervision of 
the family-care homes. The social 
worker sees relatives regularly if it ap- 
pears that this is necessary for the pa- 
tient to make the best possible adjust- 
ment outside of the hospital. 
Routinely, the conditionally dis- 
charged patient returns to the clinic 
once a month until he receives his final 
discharge, usually one year after he 
leaves the hospital. The authors do 
not feel that adequate follow-up care 
can be provided when the patient is 
seen only once every three months. 
Because of the relatively flexible ad- 
ministration of the outpatient clinic, 
patients feel free to contact the clinic 
at any time. If the patient needs to 
be seen weekly for a month or two, 
this can be arranged. If he does not 
need to be seen as often as once a 
month, he is usually discharged from 
the clinic. After a patient is discharged 
from the clinic he may come back if 
he notices an exacerbation of the 
symptoms that led to his hospitaliza- 
tion. Often it is possible to prevent 
return to the hospital by seeing the 


patient for three or four interviews. 


The patient who enters the hospital 
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volun arily through the outpatient clinic is encouraged 
to ret rn for at least one follow-up interview after being 
disch rged from the hospital. A decision as to further 
outpa ient treatment is made at the time of this interview. 
I is important that the same staff member see the 
tie: - during the entire follow-up care period. It is also 
impor‘ ant that he be treated with dignity as a responsible 
adult. Clinic arrangements are made directly with the 
patier:: whenever possible, since he is held responsible 
for his own treatment. In supportive therapy, reality 
testing and adult behavior are stressed. The authors feel 
that if the patient is expected to act “well” and to per- 
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form up to his capacity for functioning as an adult, he 
will respond well to outpatient treatment. 

The outpatient clinic at the Galesburg State Research 
Hospital functions both as a hospital screening center and 
as an after-discharge follow-up clinic. The role of the 
family physician in the treatment of the psychiatric pa- 
tient is vital; and with this type of clinic, effective liaison 
can be established and maintained between the state hos- 
pital and the family physician. The authors feel that 
such a clinic tends to help the state hospital provide com- 
prehensive community-oriented treatment for the serious- 
ly ill psychiatric patient. e 


PSYCHOEDUCATIONAL 


THE TERM “PsYCHOEDUCATIONAL Therapy” is a projection 
and an extension of the more familiar Educational Ther- 
apy. It implies not merely the imparting of formal ed- 
ucation, but an equal concern with the emotions and the 
emotional dynamics of the persons under treatment. Spe- 
cifically, it utilizes insights gained through the hospital 
treatment program to provide the patient with a situa- 
tion in which he learns and practices new skills for liv- 
ing, and experiments in mutual relationships with other 
ple. 

At the Saint Louis State Hospital this function is 
the concern of the Patient Education department, which 
is a branch of the Activities Therapies division. Patient 
education is organized as a multiphased program which 
is available to the total hospital population. 

Adult evening classes are conducted during late after- 
noon and evening hours throughout the week. The cur- 
ticulum is based upon patients’ interest as reported by 
regularly conducted surveys. Patient participation is 
purely voluntary in nature. Considerable community in- 
terest is witnessed by the fact that teachers in this pro- 
gram are hospital volunteers who hold regular teaching 
positions in the community and willingly devote their 
time to the instruction of interested patients. 

Daily sessions, usually held during the morning 
hours, have been established primarily for the adolescent 
patient. The curriculum is a general one consisting of 
basic studies on both the elementary and secondary levels 
of academic achievement. Teachers in the adolescent 
programs are salaried hospital staff teachers. With in- 
creased admissions of adolescent patients, this phase 
of the education program has gained much momentum 
and is evolving into a great proving ground for effective 
communication in an intensive multitherapeutic approach 
to mental illness. Here the role of psychoeducational 
therapy is paramount, since many youngsters are certain 
to return to a community-school situation upon release 
from the hospital. 

Both the adult and the adolescent programs are con- 
ducted on a small-group basis. At present the maximum 
number of patients in any one group is eight. 

Another phase of patient educational service is the 
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tutorial phase, which includes those patients who can 
benefit from psychoeducational therapy but because of 
severely deviant belravior or severely impaired learning 
abilities require a flexible, highly individualized ap- 
proach. 

Supplementary services which are allied to this psy- 
choeducative process include evaluation and accredita- 
tion by local schools and consultation with state agencies. 

The functions of psychoeducational therapy in a 
multitreatment program are: 1) to contribute to the en- 
vironmental structure of the hospital; 2) to provide per- 
tinent information useful to the evaluation and diagnosis 
of the patient; 3) to assist the patient in his rehabilita- 
tion and return to the community by equipping him with 
certain skills related to the responsibilities of living. 

A further implication of the role of psychoeduca- 
tional therapy goes beyond the hospital setting and into 
the community-at-large. This is the use of psychoeduca- 
tional techniques in the classrooms of our community 
schools as one of the preventive and revealing tools for 
dealing with emotional disturbances in young people. 
Although many state governments have no legislation in 
force making provision for the education of emotionally 
disturbed or maladjusted youngsters, it is my strong be- 
lief that social obligations will some day demand that 
provision be made for these young people. What we now 
accomplish in the hospital setting will be invaluable as 
a resource in expediting this much needed community 
program. 

JEROME DAVIS 
Director of Patient Education 


—— 
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Dr. Whatsisname Speaks of Many Things 


The following is an exclusive interview with our 
own Dr. Whatsisname, who this month celebrates 
his fifth straight year as a columnist for MENTAL 
Hospirats. His articles and catchy sayings have 
been reprinted in a number of publications and he 
recently starred in a motion picture entitled “Ap- 
praisal of Competency,” released late last year (see 
page 37). Through the magic of the printed word 
we are presenting this interview as it actually 
happened. Any similarity between the following 
and what may have appeared in his column is pure- 
ly uncoincidental. 


REPORTER: How do you do, Dr. Whatsisname. I’m 
Eugene Youtz of Mentat Hospirats magazine. Just 
call me Gene. 


DR. W: Sir, the unilateral use of the first name, no 
matter how tenderly uttered, is a symbol of inferiority 
status. The last name without the “Mr.” is an even curter 
badge of inferiority. To address Eugene Youtz as 
“Gene” is patronizing. To call you Youtz is insulting. 
Fo call you Mr. Youtz is to enhance dignity and salute 
individuality. Why should we do less? 


REP: Well, ah . . . yes. Then just call me mister. Strange 
of me to say that—that was the title of the first article 
you published in Mentat Hosprrats five years ago. Tell 
me Doctor, I mean Dr. Whatsisname, to what do you 
attribute your...uh...uh... gift of gab? 


DR. W: The phrase you were groping for is “verbal 
ammunition.” 


REP: Ah yes, the title of another of your many articles. 
Do you think this “verbal ammunition,” as you call it, 
makes a doctor sound more professional? 


DR. W: No! The psychiatric lexicon is indeed loaded 
with words which make the ordinary fellow blush or 
bristle. To say that a thought is unconscious is, to inno- 
cent ears, an insult. The word “ego” may be a special 
noun to you but to the uneducated it means conceit. 


REP: But... 


DR. W: And many of the staff doctors are reported to 
be wallowing in the words thus offered. Medical charts 
are showing the effects of stringing words together like 
beads. One patient is written up as pensive, sad, and 
woebegone. Another is characterized as sated, grim, and 
grief-stricken. Purple prose is beginning to burgeon in 
state hospitals. 


REP: But Dr. Whatsisname, in your article called, “The 
Pen is Mightier,” you say, and I quote, “The flow of 
paper will never abate. Records are larger and holier 
than ever before . . . in the modern hospital, the pen is 
mightier than the scalpel. He who controls the paper 
work is in the driver’s seat.” Isn’t this sort of contradic- 
tory? 

DR. W: Not at all, Mr. Youtz,—It’s All Relative—as 


I said in June of 1958. Regardless of how you describe 
them, there are no uninteresting cases. 


REP: I see Doctor. Now I wonder if we might get your 
views on the climate of the hospital in general. 


DR. W: The general hospital is a hotel for sick people, 
and what with early ambulation and wonder drugs, the 
average patient doesn't stay in that hotel long enough to 
be much affected by its climate. 


REP: No... what I meant was, what do you think 
about the general state of the state mental hospital? I 
mean, the mental state of the state mental hospital. I 
mean... 


DR. W: What you apparently mean, is—When Is a Hos- 


pital Not a Hospital—precisely the topic of another of my } 


articles. It was a proud day when we changed the name 
from asylum to hospital. Since then—hospitals—the other 
kind—have sharpened their focus. By now the public 
has a model of a hospital, and we don't quite fit it. 
REP: But Doctor, you once wrote an entire piece called 
—Why Not An Asylum?—in which you said .. . 


DR. W: In which I said, “The word ‘asylum’ is now 
either obsolete or obscene. But let's face it—some po- 
tients do need quiet and protection, at least for a while, 
from the world that has been too much for them. 
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is not dedicated . . . he 
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) REP: Yes, I can see that. I suppose this is a problem 
of do .g the right thing at the right time. Requires a 
great eal of dedication, I suppose. 


DR. \: We toss around that word “dedication,” but no 
one s ms to have listed the ingredients. We know what 
dedic:. ion is not. A dedicated person need not neces- 
sarily e intelligent, efficient, or competent. Nor does 
dedicution imply intransigence. So long as he moves to- 
ward ihe goal, the dedicated person is willing to com- 
promise on means, 


‘The | REP: But you once said that compromise often causes 
w of only indecision and division of responsibility, and the 
olier line must be drawn somewhere. 

en is DR. W: Yes, and every man must draw that line for 
aper himself, but he who draws it so close that he never 


adic- yields is not dedicated; he is pigheaded. And the one 
who draws the line so far away that he is always quick 


e—as | to compromise is not dedicated either; he is an oppor- 
cribe tunist. 

REP: What a wonderful way to put it. I'll just jot that 
your down ... I hope you don’t mind my taking notes. . . 


DR. W: Somebody ought to write a doctoral thesis on 
note-taking. Either you take notes—or you just listen, 
ople, grunt, and remember. F urthermore you can't write down 
the everything. So you had better train yourself to remem- 
ghto | ber. Memory can be trained. An interview is like an 
operatic aria. It means more to get the music than the 
think | words. 


al? I REP: You're absolutely right, and I apologize. It is a 
tal. I | little difficult writing on my lap. I had the idea before I 
came in that you would be sitting behind your desk en- 
- Hos- grossed in a mass of paperwork, and that I would be 
of my } able to use your desk to write on. And instead, here we 
name are just sitting in two comfortable chairs in the middle 
other | of the room. Is that your desk over there in the corner? 


public } DR. W: Yes. We are—Breaking Down the Desk Barrier. 
REP.: We are? 


DR. W: Why shouldn't we be seated as if in a living 
room or library, as if at a fireside? The magic cord be- 
s now | tween us is strung so much more easily when the chairs 
ie pa- | are in this friendly posture. By this living room arrange- 
while, ment we can communicate, without words, the senti- 
ment that we “share an experience together.” 


called 
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REP: Magic cord . . . fireside . . . operatic arias .. . 
sounds just like something from a romantic adventure 
story. 

DR. W: Romanticism is almost dead, but not quite. 
There is still the psychiatrist. 

REP.: Somehow I never thought of psychiatrists as being 
romantic. 

DR. W: The psychiatrist and only the psychiatrist re- 
mains as the true spokesman for the romantic. Let us 
hope that it will be a long time before he succumbs to 
group therapy without individual interviews, to mechan- 
ical laboratory work-ups, electronically interpreted tests, 
and general automation. We psychiatrists should be kept 
alive (if for no other reason) as the last living specimens 
of the true romantic. Magic lies in the title and tradition 
of the physician, the healer, the source of solace. With 
such magic in our hands it is a pity that we do not wield 
it more often or more steadily. 

REP: If I may say so, Dr. Whatsisname, you managed 
to wield this magic in most of your articles over the last 
five years. Your ability to look at every side of a situa- 
tion has probably made you one of the most well-known 
men in psychiatry. I wonder if you could sum up for 
our readers what has been your secret of success. 

DR. W: It’s perfectly simple—one has to know when to 
keep his mouth shut, even if he has to sink his teeth into 
problems—which is tough going, especially when nothing 
may stick in his crop. His skull must be firmly planted 
on his shoulders, for he must never lose his head; and 
while he should not have to bend his neck, he must be 
willing to stick it out from time to time, meanwhile keep- 
ing the area beneath his mouth well-armored so he can 
take it on the chin. 


REP: Well, Doctor, on behalf of the magazine and its 
readers, may I say that this has been a most interesting 
and informative discussion. Thank you for letting us 
visit with you. 

DR. W: Not at all. Nothing like having some inquisi- 
tive students of any age to ask questions. Its the best 
brain prod known to man . . . provides an intellectual 
ferment that will keep everybody's wits sharp. Pardon 
the mixed metaphor—maybe ferments don’t sharpen 
things, but at least they keep the intellectual pot bub- 
bling, and that’s all to the good. 
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THE ROLE OF THE RED Cross Gray Lapies was familiar in 
military and Veterans Administration hospitals during 
both World Wars. Since World War II particularly, the 
movement has spread to civilian hospitals, so that many 
of them have well-organized and extensive volunteer 
programs. The programs are significant manifestations 
of the oneness of the hospital with the community—a 
recognition that the hospital is dependent on the public’s 
cooperation if it is to do the best possible for its patients. 
Indeed, the growing use of volunteers may be consid- 
ered a concrete index of changing attitudes toward the 
mental hospital. 

It is undoubtedly true that a psychiatric revolution 
is currently under way. There have been extraordinarily 
rapid developments in the concepts and methods of 
treatment of mental illness since World War II, when 
heightened pressures caused many members of the armed 
forces to suffer brief episodes of psychiatric illness. Their 
subsequent and fairly prompt recovery emphasized to 
previously skeptical medical officers that there really was 
“something to” psychiatry after all. 

Community attitudes reflected a similar broadening: 
the public, knowing of these transitory war disturbances, 
came to realize that under stress, young men—apparent- 
ly good risks otherwise—might undergo temporary break- 
downs. The public learned that mental illness is not 
an experience entirely apart from the general experiences 
of life, but one that is treatable and far from hopeless in 
prognosis. Thus, the medical profession and the commu- 
nity began to realize that the former physical and spir- 
itual isolation of the mental hospital was undesirable, 
and that there should be closer cooperation between the 
hospital and the rest of society. 

To be sure, there had been new approaches to treat- 
ment before World II, notably insulin coma and metra- 
zol, the latter closely followed by ECT. These treat- 
ments excited enthusiasm at the time (enthusiasm which 
has somewhat subsided ) and emphasized to the laity that 
mental disease is treatable. Group vsychotherapy, used 
to some extent since Dr. Joseph H. Pratt's work in Bos- 
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ton, was given impetus during the war, partly because 
of the shortage of psychiatrists. Its development re- 
vealed desirable features of this form of psychotherapy 
in addition to the fact that one physician can serve a 
number of patients simultaneously. Psychodrama, as a 
specialized form of group psychotherapy, had been in- 
troduced by Dr. Jacob L. Moreno before World War II. 

Since the war, the English example of open wards 
has attracted attention in this country, and many hospi- 
tals are following the principle to a greater or lesser ex- 
tent. With the development of this policy has come a 
more tolerant community attitude, particularly in areas 
immediately surrounding the hospitals. The growing 
use of day and night hospitals has become a means of 
gaining the active cooperation of the family. 

Rehabilitative aspects of psychiatry were given im- 
petus by the broadening of the Federal Law concerning 
rehabilitation; originally, rehabilitation was conceived 
as an approach to the physically handicapped, but dur- 
ing the war the government recognized that it owed an 
equal obligation to persons handicapped by mental ill- 
ness. The expanding functions of social service and re- 
habilitation activities, and the concept of institutions as 
therapeutic communities, have done much to bring the 
hospital and its patients closer to the community. 

The Congress has expressed its great interest in 
these matters by granting generous appropriations to the 
National Institute of Mental Health and by supporting 
the Joint Commission on Mental Illness and Health. 
State legislatures, too, have shown their interest and re- 
flected their constituents’ growing concern by increas- 
ing appropriations for hospital maintenance and the de- 
velopment of community facilities. 

One of the great advances in drug therapy was the 
development of the so-called ataractics in the middle of 
the last decade. These drugs received much acclaim and 
were hailed as performing miracles. They have indeed 
shown themselves to be valuable, particularly in insti- 
tutional care of the mentally ill, but they alone would 
not have produced the increasing number of releases 


attentio: 
lated, 
any eve 
surroun 
feel son 
reduced 
no finar 
to the i 
terested 
the out: 
society 
This in 
the pati 
munity, 
unteer < 
that the 
If a 
the hos} 
there sh 
(usually 
perhaps. 
than in 
tients; t 
Further 
trained. 
tudes to 
voluntee 
hospital 
keeping 


and 


necessity 
administ 


: Number Six in a Series by Past Presidents of A. P. A. 
from he 
of hosp 
new ati 
As 
| Let 
its men 
liveliho« 
least, vi 
| | 
capacity 
to learn 
that sho 
pital wo 
and abo 
activitie: 
The 
a very 
course, | 
the staff 


cause 
nt re- 
erapy 
a 
asa 
en in- 
Var Il. 
wards 
hospi- 
ser €X- 
ome a 
| areas 
‘owing 
ans of 


en im- 
erning 
ceived 
it dur- 
ved an 
tal ill- 
ind re- 
ions as 


ng the 

rest in 
to the 
rorting 
Tealth. 
ind re- 


ncreas- 
the de- 


vas the 
Idle of 
im and 
indeed 
1 insti- 
would 
eleases 


from ho pitals had it not been for the changing attitudes 
of hosp:.al administrators and of the community. These 
new att tudes and practices constitute a modernization 
of the “moral treatment” which was preached by Pinel 
over a century and a half ago. 

As >ublic acceptance of psychiatric concepts has in- 
creased, we have seen a growing use of volunteers in 
the hospital operation. This development has dual sig- 
nificance: it is the result of a change of community atti- 
tudes, and at the same time, does much to encourage 


them. 


THE PERSONAL TOUCH 


Let us consider some of the values of the volunteer 
to the patient. No matter how kind the hospital per- 
sonnel may be, or how solicitous of the patient's welfare, 
its members are employed professionals, gaining their 
livelihood by serving the patient who, to some extent at 
least, views them as detached and impersonal in their 
attentions. Again, the hospital may be physically iso- 
lated, despite modern advances in transportation. In 
amy event, the patient who is plucked from his home 
suroundings and finds himself in a hospital is bound to 
feel somewhat isolated and strange. These feelings are 
reduced by the presence of the volunteer, who derives 
no financial benefit from her work and is not beholden 
to the institution, but is there solely because she is in- 
terested in the patient. She is, so to speak, a breath from 
the outside world, and a welcome one—a link with the 
society from which the patient is temporarily removed. 
This in itself is a great reassurance. It demonstrates to 
the patient that the volunteer, as representing the com- 
munity, is not afraid of him or of the hospital. The vol- 
unteer also represents reassurance to the hospital staff 
that the community is interested in the work it is doing. 

If a volunteer program is to be successful, however, 
the hospital must fulfill certain obligations. First of all, 
there should be a preliminary screening of the persons 
(usually women) who seek volunteer work. Some are, 
perhaps, more interested in solving their own problems 
than in being helpful to the institution and to the pa- 
tients; therefore study of their motivations is in order. 
Furthermore, the volunteer should be oriented and 
trained. She should know something about proper atti- 
tudes toward the mentally ill; proper relations between 
volunteers, patients, and staff; the organization of the 
hospital; and where she fits into it. The necessity of 
keeping confidences and avoiding gossip with friends 
and neighbors about what she learns in her professional 
capacity is a lesson of great importance for the volunteer 
to learn. Many volunteers have various special skills 
that should be utilized as much as possible in their hos- 
pital work. However, these skills should be utilized over 
and above, and not as replacements for regular hospital 
activities. 

The volunteer is not a substitute employee. She has 
avery special function of her own. There must, of 
course, be some coordination and general supervision by 
the staff, and an understanding by the volunteer of the 
necessity for such coordination in maintaining orderly 
administration of the hospital. At the same time, there 
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needs to be an understanding on the part of the institu- 
tion’s staff of what the volunteer is doing and can do. 
Every effort should be made to incorporate the volun- 
teer’s work into the other activities of the hospital—not | 
to have her operate in a separate orbit. 

What sort of services may one expect from the vol- 
unteer? Activities in which the volunteer may be use- 
ful and of value to the patient are legion. Only a few 
examples need to be cited here. A very common use is 
that of receptionist; this furnishes a useful adjunctive 
service in welcoming visitors and making them feel at 
home. Filing of records is another type of activity, al- 
though it does not bring the volunteer into particularly 
close touch with patients. Library work— distributing 
books in wards, conducting classes, reviewing books, 
etc.—is a valuable service, as are recreation and sports. 
Entertainments may be sponsored by outside volunteer 
groups or developed by the patients. Volunteers often 
give lectures on current events and history. Some teach 
classes in art, music, dance, languages, typing, or sten- 
ography. Others organize stamp and chess clubs, or do- 
mestic science groups among the patients. One possible 
activity, often overlooked, is reading to blind patients; 
this is deeply appreciated by sightless patients who are 
likely to feel—and perhaps really are—very much neg- 
lected. 

All of these functions and many others which the 
volunteer can perform support the basic principle of 
hospital care, namely, the resocialization of the patient. 
The more these activities are desired by the administra- 
tion of the hospital, the better they will work and the 
greater will be their value to the patients. 


SOURCE OF INFORMATION 


We think of the volunteer, and very properly, as 
primarily interested in the care and activities of the pa- 
tients. There are, however, other aspects of volunteer 
work which should not be overlooked. The volunteer, 
after all, usually takes an active part in community affairs, 
in women’s clubs, bridge club, and church. Through this 
participation she comes in contact with friends who al- 
most inevitably will be interested in, and even curious 
about, the hospital, and what the volunteer is doing there. 
She can answer her friends’ questions from firsthand 
knowledge. She has an advantage in being known by 
her friends to have no financial interest in the hospital; 
she knows about it as a citizen rather than as an em- 
ployee. What she tells her friends will thus be accepted 
as being uncolored by self-interest, whereas this cannot 
be said for the words of one who is on the hospital’s 
payroll. 

The volunteer should know from her orientation 
course not only the best of the hospital and what it is 
doing for the patients; she should know the worst as 
well, so that she may emphasize to her friends the hos- 
pital’s needs, as well as its assets and accomplishments. 
She is in a position to encourage her friends to make 
gifts to the hospital for the benefit of the patients, or to 
provide entertainment. 

There are, unfortunately, too many misconceptions 
about the nature of mental disorder and the work of the 
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mental hospital. The volunteer is in a singularly strategic 
position to correct some of her friends’ misconceptions. 
She can encourage them, too, to join their local mental 
health association and perhaps, to take up volunteer 
work themselves. This public relations aspect of the vol- 
unteers work is one we cannot afford to overlook. In 
more than one state, citizens’ organizations including 
volunteers and their friends have operated to the great 
advantage of mental hospitals by bringing the urgent 
need for larger appropriation to the attention of gover- 
nors and legislators. 


TWO-WAY STREET 


So far, we have spoken of the volunteer's value to 
the patient as a friend and aide, and to the hospital as 
a medium of good public relations. But her activity is 
not solely one of giving or informing. It has, in addition, 
certain values for the volunteer herself. There are many 
personal satisfactions that provide continuing motivation 
for the devoted service of these women. 

The knowledge the volunteer gains in the hospital 
may be useful in advising friends about where to turn 
for help if mental illness occurs in their families. She 
may also acquire insight into her own idiosyncrasies and 
those of her friends. She learns much about the need for 
good humor, sympathy, and self-assurance. She witnesses 
the devotion of the nurses and the ward personnel who 
are caring for the patients, and learns from close con- 
tact the meaning of human suffering. She soon realizes 
that such things as chains, padded cells, and shrieking 
inmates are things of a long bygone era; that they do 
not exist today; that, on the contrary, there are many 
parallels between the mental hospital and the commu- 
nity, and that the patients are not of a different order of 
creation, but are much like herself and her friends. 


Although, in these sophisticated times, there are 
those who deny the existence of altruism, I am convinced 
that there is much evidence that it still persists; that 
many persons have a willingness to help others and a 
feeling of public obligation and of generosity. We all 
honor Albert Schweitzer as the embodiment of this en. 
during spirit of altruism. 

It should be heartening to psychiatrists to remember 
that the earliest hospital facilities for the mentally ill in 
this country were not publicly organized and operated, 
Long before public mental hospitals existed here we 
had, for example, the New York Hospital, the Pennsyl- 
vania Hospital, the Hartford Retreat, and the McLean 
Hospital (a part then, as now, of the Massachusetts Gen. 
eral Hospital). All of these institutions were organized 
and supported by philanthropic men and women who 
felt obliged to do something for the less fortunate. Their 
philanthropy is to their everlasting credit, and to the 
credit of their spiritual partners or successors—Dorothea 
Lynde Dix, Clara Barton, Samuel Gridley Howe, and 
still more recently, such munificently generous persons as 
Henry Ford, Andrew Carnegie, and the Rockefellers. 

We now have the Community Chest, an example of 
altruism on a wide scale. In our country, love for hv- 
manity is still alive in spite of the too-prevalent cry of 
“Let Washington do it.” The American volunteer exem- 
plifies the truth of Freud’s discovery that to experience 
love, we must give it. She derives a truly spiritual value 
and abiding satisfaction in following the Golden Rule 
and giving of herself to others. 

In fostering closer relations between the hospital and 
the community, and in developing a truly social psychi- 
atry in the evolution of the care of the mentally ill and 
in their rehabilitation, the volunteer will continue to play 
a significant role. She is in every way an exemplar of 
this closer relationship. 


Former Surgeon General Joins A. P. A. Staff 


Rear Admiral Bartholomew W. Hogan assumed the duties of Assistant 
Medical Director of the American Psychiatric Association on March 1, fol- 
lowing his retirement as 22nd Surgeon General of the U. S. Navy. A native 
of Massachusetts, Admiral Hogan received his M.D. from Tufts in 1925 and 
was appointed a Lieutenant in the Navy Medical Corps in June of that 
year. He achieved the rank of Rear Admiral in 1952 and became Surgeon 
General in 1955. 

Admiral Hogan is a former Fellow and now an Honorary Fellow of 
A.P.A. He is also a Fellow of A.M.A. and of A.C.P., a diplomate of the 
American Board of Psychiatry and Neurology, a trustee of the American 
Hospital Association, and a member of the A.M.A. House of Delegates. He 
holds honorary degrees from five universities and is an associate professor 
of psychiatry at Georgetown University. 

The staff of Menta Hosprrats is pleased to join with the Medical 
Director and the rest of the staff of the Central Office in welcoming Doc- 
tor Hogan aboard. 
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A “TAX BREAK” FOR 


By CHARLES H. JONES, M.D., 


Superintendent 
Butler Health Center, Providence, Rhode Island 


MENTAL HOSPITAL EMPLOYEES 


Tuis MONTH ends the first year of an unusual savings-re- 
tirement plan in operation at Northern State Hospital,* 
Sedro Woolley, Washington, by which employees can 
defer paying Federal income tax on as much as 20 per 
cent of their annual incomes. This is probably the first 
state mental hospital to utilize an innovation in the fed- 
eral income tax structure which allows employees of 
certain nonprofit, welfare organizations to set aside por- 
tions of their incomes in annuities, etc., without paying 
taxes on them until the employees either change jobs 
retire, or their annuities mature. 

Under the provisions of the Technical Amendments 
Act of 1958 (The Mills Bill), retirement planning for 
employees of nonprofit organizations covered under Sec- 
tion 501 (C) (3) of the Internal Revenue Code has been 
facilitated as follows: Section 403 (B), one of the new 
amendments, provides that premiums paid by tax-exempt 
organizations for an employee’s annuity, if the employee 
has nonforfeitable rights to it, are taxed to him only if 
they exceed a liberal exclusion allowance of approxi- 
mately 20 per cent of his salary. 

The legal foundation for the program is entirely 
sound. The Mills Bill merely authorizes tax treatment 
for employees of charitable institutions similar to that 
long accorded to employees of corporations. It does not 
foster tax schemes or tax evasion, but encourages individ- 
ual savings and retirement planning by allowing more 
favorable tax treatment on an optional basis. Its major 
advantages to a state mental hospital are its attractions 
to key personnel to remain in service, and its use as a 
sales point for recruiting well-trained consultants. 

Starting the program at Northern was not easy. The 
possibility of such a plan was first discovered in an article’ 
on the Mills Bill which was published in Medical Eco- 
nomics, 1958. However, subsequent inquiries to several 
insurance brokers in late 1958 were fruitless, indicat- 
ing that the law was too new and that no applicable 


*The author was formerly superintendent of Northern 
State Hospital. 

“Help Yourself to a Tax-sheltered Annuity” Med. Econ. 
(Sept. 15, 1958) p. 67. 


annuity policy could be found. Letters sent to the De- 
partment of Institutions in Olympia, Washington, sug- 
gesting that monies paid by state employees to the Wash- 
ington Retirement Board System might be covered by 
the Mills Bill, were equally nonproductive. 

Finally, in late 1959, after persistent inquiries and 
false leads, Mr. Julius E. McLeod, an insurance broker 
in Seattle, formulated a proposal based on an existing 
annuity plan offered by a large national insurance com- 
pany. With the author's collaboration, the administra- 
tive details were then worked out so that the plan could 
be put into effect, consistent with the laws of Washing- 
ton. 


FIRST STEP—TAX EXEMPTION 


What should have been the first step was overlooked 
until late in the organization of the plan, when Mr. Mc- 
Leod was perplexed to learn from an Internal Revenue 
Department Office that Northern State Hospital was not 
listed as a 501 (C) (3) tax-exempt organization. The 
department does not automatically list all eligible or- 
ganizations; ratings are given pursuant to an application. 
However, following the hospital's formal application, 
notification was received that the institution did qualify 
as a tax-exempt, charitable organization. 

Investigation showed that the 20 per cent maximum 
allowance for deferment applied to annuities purchased 
in the form of a raise over existing salaries, but such was 
not to be the case for the plan contemplated for North- 
ern. Rather, the maximum percentage deferable from 
current salaries, at the option of employees, proved to 
be 16 2/3 per cent or 20 per cent of the remaining 83 
1/3 per cent of the existing salaries. In short, a maximum 
of 1/6 of established state salaries could be deferred un- 
der the plan during the first year of employment. 

The total formula is that the amount of salary which 
can be deferred must not exceed 20 per cent of the ac- 
tually received salary multiplied by the number of years 
of employment by the single-tax exempt agency, minus 
the amount of compensation deferred previously during 
that period. 
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The length-of-service factor in the formula led em- 
ployees who were considering the plan to work out all 
sorts of individual applications. The following is only 
one of a great number of possibilities. 

Mr. K., 47, is currently receiving $10,000 a year as 
business manager of a state mental hospital. He has been 
working for the hospital for 10 years and would like to 
set his tentative retirement date at age 62. For personal 
reasons he would like to take advantage of the maximum 
deduction allowed under the Mills Bill in the form of 
annuity contracts. Had he been able to participate from 
the beginning of his employment, under the previously 
mentioned formula, he would have been able to defer 
$41,666 in 25 years. But, in spreading this amount of 
deferment over the remaining 15 years of his employ- 
ment, the algebraic effect of a yearly deduction of 1/5 
of the amount from $10,000 so reduces his taxable yearly 
salary that the allowable 20 per cent of the remaining 
sum is too small to support a total deferment of $41,000. 
Thus, to solve his particular problem, the following sim- 
ple formula, which applies to employees who want to 
pick up credits for past years, is used. 


P equals the maximum sum divertible 
per $1,000 of present annual salary. 
Y equals total number of years of 
service. 

N equals number of annual premium 
contributions (or years left before re- 
tirement). 


Therefore, $2,500 would be the maximum divertible 
from Mr. K.’s salary of $10,000 a year, without tax liabil- 
ity. According to Table I, Mr. K. would defer $2.500 a 
year free from income tax and pay taxes on only $7,500. 
Due to prior service, he can defer a maximum of 25 per 
cent of his current salary rather than the 16 2/3 per cent 
allowed a new employee. 


TABLE 1 
Net 
Years of Gross Past Exclusion 
Age Service Allowance Premiums Allowance 
47 ll $16,500 None $16,500 
( 20% of $7,500 x 11) 
48 12 18,000 $2,500 15,500 
49 13 19,500 5,000 14,500 
50 14 21,000 7,500 13,500 
51 15 22.500 10,000 12,500 
52 16 24,500 12,500 11,500 
53 17 25,500 15,000 10,500 
54 18 27,000 17,500 9.500 
55 19 28,500 20,000 8.500 
56 20 30,000 22.500 7,500 
57 21 31,500 25,000 6,500 
58 22 33,000 27,500 5,500 
59 23 34,500 30,000 4,500 
60 24 36,000 32,500 3,500 
61 25 37,500 35,000 2.500 


After the program was presented to about 60 de. 
partment heads and professional employees, many were 
quick to see its unique features and 28 signed up for the 
plan. Not only is the value of their money compounded 
at a rate of 3 per cent annually on a currently tax-free 
basis, but the compounding also accrues to their benefit 
on the money they would otherwise pay in tax. In other 
words, each employee gets the compound interest value 
of the tax money for the life of the plan at no cost. More- 
over, the taxes on their money will ultimately fall due 
at a time when the tax rate will most probably be re- 
duced, and when more personal deductions might be 
applied. 


TAX-FREE BENEFITS 


The pian also allows numerous annuity options to 
be exercised at the time of retirement according to the 
best method of payment fitting the circumstances. If the 
selected option contains a death benefit, the first $5,000 
is tax free to the employee's beneficiary. Likewise, if the 
employee dies while still working, his beneficiary re- 
ceives the first $5,000 of the death benefit tax free. 
Furthermore, none of the death benefits under the plan 
are subject to Federal estate tax. 

One question frequently asked is: What will happen 
if an employee leaves the hospital before his retirement? 
The answer is that the paid up annuities plus the interest 
will be issued. The employee can then cash in the an- 
nuity or elect options on his retirement date or earlier, 
paying portions of the money as deferred income tax. 

The deferred tax plan is particularly attractive to 


many part-time and consulting physicians who are in } 


private medical practice and in high tax brackets. The 
mythical example shown below shows that part-time or 
consultant positions at mental hospitals might be more 
financially attractive than they have been during the 
past. 


PART-TIME APPLICATIONS 


Dr. R., a board-certified internist, is in private prac- 
tice in a city close to a state mental hospital, and holds 
a faculty appointment as an assistant clinical professor 
of internal medicine at a local medical school. Although 
Dr. R. particularly enjoys teaching, he is on service at 
the teaching hospital for only three months of the year. 
Upon hearing that the salary of a newly established con- 
sulting post at the nearby state hospital would be covered 
by the institution’s tax deferment plan, he quickly ac- 
cepted the appointment. It was explained to Dr. R. that 
the established state salary for a certified internist is 
$18,000 a year. Since he agreed to a schedule of two 
mornings a week, his pay would be 1/5 of the established 
salary. 

"The deferred compensation plan in effect at the 
hospital would allow him to receive $3,000 a year in cash 
and $600 in annuity contracts. While this was a very 
effective arrangement for him, considering his tat 
bracket, he found that a consultant who had many yeats 
of previous service would be in an even more enviable 
situation, with a maximum divertible from an established 
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state s. ‘ary, without exceeding his exclusion allowance, 
compu' 2d by the following formula. 
P-- 1000Y 
Y+5FN 


F equals the fraction of full-time 
service the employee renders during 
the year. 


The adoption of a Mills Bill plan would not have 
been possible at Northern State Hospital were it not for 
a state !aw which allows payroll deductions from Wash- 
ington State employees for certain purposes including 
insurance annuities. Administratively, all that is required 
is for a state agency to submit signed requests by 25 or 
more employees for deductions for any one authorized 

se. The lack of such a law in other states might bar 
the utilization of the Mills Bill which specifically requires 
that the annuities be purchased by the employer for the 
employee at his request. In such states remedial legisla- 
tio may be in order since the Mills Bill option might be 
regarded as a distinct fringe benefit, although in actual 
practice it costs the state nothing. 
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TABLE 2 
Deferred tax plan of Dr. R. 
Net 
Gross Past Exclusion 
Year Allowance Premiums Allowance 
1959 $ 600 
(20% of $ 3,000 x 1) None $600 
1960 $ 1,200 
(20% of $ 6,000 x 1) $ 600 $600 
1961 $ 1,800 
(20% of $ 9,000 x 1) $1,200 $600 
1962 $ 2,400 
(20% of $12,000 x 1) $1,800 $600 
1963 $ 3,000 
(20% of $15,000 x 1) $2,400 $600 
Full annual salary 


Foot Care for Mental Patients 


THE MANY CHRONIC AND TRANSITORY foot problems which 
occur in any segment of the population often create a 
need for special consideration. Where an institutional 
population of more than several hundred people exists, 
the variety of foot pathologies which may present them- 
selves can become burdensome to the medical staff, so 
that only limited attention can be given to these various 
foot ills. 

This situation is readily understandable. The fibril- 
lating patient requires greater medical attention than the 
patient who suffers from an acute arch-problem or bur- 
sitis under a heel, but the latter conditions are often just 
as incapacitating to the patient, preventing him from per- 
forming normal or routine activities. In the mental pa- 
tient, the presence of physical pain, and particularly the 
discomfort of a chronic foot problem, further diminishes 
his ability to think for himself or to concentrate, and 
lessens the effectiveness of other therapeutic regimens. 

In the experience of the chiropody department of 
Hawthornden State Hospital, the ove most bothersome 
foot condition which causes concern to the nursing and 
psychiatric-aide staffs is the hyperkeratotic (extremely 
thick) toenail. The chiropodist-podiatrists cannot keep 
all the nails of all the patients trimmed properly, but they 
tan assume the care of all the thick and deformed nails, 


By JAMES A. CONFORTI, D.S.C. 
Hawthornden State Hospital, Macedonia, Ohio 


while the aides provide ordinary care for toenails. 
Nurses, aides, or attendants should not be expected or 
required to reduce thick or deformed nails, particularly 
when the patient is diabetic or suffering from peripheral 
vascular disease. The chiropodist-podiatrist is licensed in 
all states and territories, and is qualified to assume this 
responsibility. 

The chiropody department possesses a wide variety 
of instruments which have been developed especially 
for certain needs. Various types of nail nippers, splitters, 
nail curettes, and scalpels are necessary to provide the 
best type of care for any specific foot condition. The 
chronically ingrown or incurvated nail, for instance, 
where surgical correction may be impractical because of 
circulatory or other systemic problems, usually requires 
professional treatment. 

Among the many other conditions treated by foot 
doctors are abrasions, blisters, corns, calluses, fungus con- 
ditions, ulcers, dermatoses of various origins, joint prob- 
lems such as bunions and hammer toes, arch conditions, 
bursitis, neuritis, tendinitis, and foot injuries. 

The provision of more extensive care of extreme 
cases depends upon the general hospital facilities avail- 
able in the chiropody department. For example, surgical 
correction of toe deformities and bunions, neurectomies, 
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and other types of foot surgery can be performed within 
the jurisdiction of the department of surgery. Physical 
therapy may be applied in the chiropody department or 
prescribed for the physical therapy department when 
such exists in a mental hospital. 


ESTABLISHING A PROGRAM 


A basic program of foot care in mental hospitals 
should include the following responsibilities: (1) Initial 
foot examinations for all new admissions, plus follow-up 
treatment; (2) Routine foot examinations and follow-up 
care for all patients, including ward examinations for non- 


ambulatory cases; (3) Management of chronic foot path. 
ology on a regular treatment basis and/or as needed; (4) 
Treatment of transitory pathology and emergencies; and 
(5) Consultation with members of the medical staff and 
other departments regarding specific foot problems. 

It is impossible for a chiropody department to func. 
tion without the full cooperation of the medical staff, and 
it is the chiropody department's responsibility to cooper- 
ate with the members of the medical staff so that mavi- 
mum benefit for the patient can be derived from the 
foot-care service. With the increased use of all types of 
medication in our mental institutions, it is imperative that 
the chiropodist-podiatrist have complete familiarity with 

the drug regimen upon which each 
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patient has been placed, and consult 
with the ward doctor before prescrib- 
ing any internal medication for a 
patient. 

On occasion, some schizophrenic 
patients may exhibit transferral symp- 
toms, complaining of painful feet but 
showing no signs of pathology. Podi- 
atric evaluation of such symptoms 
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over-all condition. 


SAMPLE SURVEY 


The number of patients requiring 
foot treatment varies from time to 
time. A random-sample survey was 
taken in the spring of 1959, when the 
Hawthornden State Hospital patient 
population was approximately 1800, 
with a ratio of two female patients to 
each male patient. With definitions 
of “chronic foot pathology,” “tran- 
sitory foot pathology,” and “no foot 
pathology” clearly circumscribed, the 
actual result of a sampling of one 
hundred males and one hundred fe- 
males was as follows: 


Chronic Transitory 


Sex F.P. F.P. NoF. 
Males 44 25 31 
Females 63 12 95 

Totals 107 37 56 


It is obvious from the above fig 
ures alone that the total number of 
patients exhibiting signs of foot path- 
ology at any given time could be 4 
substantial portion of the patient pop- 
ulation. Application of the formula 
for validating a statistical survey 9 
that results would fall within a 95 pet 
cent confidence level indicates that in 
any similar statistical universe 
ranges of chronic and transitory foot 
problems are of such magnitude as to 
warrant serious medical consider 
tion. P 
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By LEONARD GOODMAN 


Do CLOTHES MAKE THE MAN? While of course it’s possi- 
ble to overstate the case—to suggest, say, that by don- 
ning Babe Ruth’s old uniform your high-school Latin 
teacher could hit 60 home runs—nevertheless, the sim- 
ple psychology behind the saying is operative in all of 
us every day. If we're going out to dinner or to the 
theater, we dress up in order to give ourselves a sense of 
visual appropriateness. This in turn helps to adjust our 
attitude to the occasion and thus, by bringing both our 
appearance and outlook into harmony with the event, 
undoubtedly enhances our enjoyment. Similarly, we 
would not wear a tuxedo or a cocktail dress for a tramp 
in the winter woods, but rather would dress in warm 
old clothes and boots, not only for the physical comfort 
they afford, but also for the emotional comfort of look- 
ing, and therefore feeling, “right” for the outing. 

With certain obvious exceptions, there is no reason 
to suppose that mental patients are immune to the psy- 
chology of dress. Indeed, in some cases there is evidence 
of a special sensitivity to it. Our purpose in this article 
is to promote new, wider, and more constructive thinking 
about patient clothing in mental hospitals, without great- 
ly increased clothing and laundry expenditures. 

Mental hospitals formerly considered patient cloth- 
ing as a low-budget item able to meet, but not exceed, 
the minimum requirements of common decency. If the 
institutional budget has only $15 a year for clothing pur- 
chases for each patient, then it is difficult to imvrove 
standards. Happily, this is changing. Already in Dela- 
ware, Maryland, New York, Ohio, South Carolina, Con- 
necticut, New Jersey, Kentucky, and other forward- 
looking states, authorities are beginning to consider pa- 
tient clothing at least in part a therapeutic issue. For 
example, there is today an accepted trend in favor of 


| issuing pressed rather than rough-dry clothing. Wrinkled 


garments simply are not as pleasant to wear as smooth 
mes. Pressed clothes—like fresh bed linen, or interesting 
food, or a clean shave, or a new hairdo—provide the pa- 
tient with a personal investment in the world around 
him, a link with the pleasant, tangible things of every- 
(ay living. 

There’s nothing far-fetched about this. The princi- 
ple is the same as the one behind the issuing of dry 
‘cks to weary front-line soldiers. The morale boost ob- 
tained is far out of proportion to the modest comfort 
and cost of a pair of socks. Thus, with mental patients, 
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CLOTHES TO FIT THE PATIENT 
AND THE SITUATION 


Account Executive, Victor Kramer Co. Inc. 
Laundry Management Consultants, New York City 


it is not simply the fresh look and feel of pressed cloth- 
ing that is so important, but the recognition implicit in 
its issue. Undeniably, pressing means some additional 
expense, but it should be considered more than just a 
laundry expense. Surely the rehabilitative effects of 
pressing—along with variety in color, style, and size of 
clothing—would indicate that part of the cost should 
properly be charged to therapy. 


ECONOMY FACTORS 


In any event, whatever extra expense is incurred 
can be kept to a minimum by judicious selection of style 
and fabrics. For instance, to keep pressing costs down, 
dresses chosen should be simple in construction so that 
they can be processed more easily. Also, while synthe- 
tic fabrics are a boon to the general public, they require 
special care in laundering. In mental hospitals, where 
patient-help is used in laundry operations, distinctions 
between fabrics are generally ignored, and synthetics 
are likely to be thrown into the high-temperature for- 
mulas along with cotton garments. This destroys syn- 
thetic fabrics and should discourage their use. 

In men’s clothing it is entirely possible to temper 
the traditional blue jeans and khaki work uniforms with 
trousers of colored denim or other material. Nor is any 
extra expense involved in varying the standard button- 
front shirt with slipovers that button at the neck, or with 
colorful knitted polo shirts which are not only neat and 
attractive, but require no ironing at all. 

We all know that the question of dress and adorn- 
ment is of particular importance to women. The fact 
that a woman happens to be a mental patient does not 
immunize her to this aspect of her personality. Quite 
the contrary, concern about her appearance might very 
well be one of the bridges to reality and self-respect, 
which the therapist can use more helpfully in treatment. 
This would appear to be especially true of convalescent 
women, who are able to construe increased apprecia- 
tion of style, fabric, and color variety as symbolic of and 
contributive to their return to health. 

With a little thought and ingenuity, many ways can 
be found to de-institutionalize*the appearance of wom- 
en’s clothing: hemlines can be raised or lowered; belts 
may be added or removed; pockets can be sewn on, 
taken off, or repositioned; necklines and sleeves can be 
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altered; solid colors or prints can be used. Such varia- 
tions add very little to the cost of the clothing, but a 
great deal to a patient's sense of personal identity. 

In many cases, families and relatives supply patients 
with some or all of the garments needed. This practice 
should be encouraged, and hospitals should step up their 
efforts to acquire such privately owned clothing because 
it keeps the patient in closer contact with his family, 
provides him with individualized garments, and reduces 
the cost for the hospital. This is particularly important 
in training schools for mentally deficient children, who 
may require clothing changes several times daily. 

Success depends, to a large extent, on close admin- 


istrative controls within the hospital to prevent loss of 
this apparel. Relatives demand assurance that their 
dear ones will actually have the garments available when 
needed. Even so, it must be recognized that when the 
patient remains in the hospital for a prolonged stay, the 
tendency is for the family to provide fewer privately 
owned clothes as time goes on. 

Efforts should be made to impress on relatives and 
other donors the importance of sending easily washable, 
colorfast clothing that needs no special laundering care, 
Apart from wool suits and overcoats, few garments 
should require dry cleaning. These suggestions are made 
with an eye toward avoiding well-meant but impracti- 


ANOTHER PROVEN SUCCESS! 


] equats 4 anp more! 


to any mental institution's mattress problem.” 


That's typical of comments from 
many users of this deservedly 
famous mattress. That's 
why we say— 
SANITIZED 


Practically Indestructible — they pay for themselves! 
Self Protective — save cost of additional covering! 
Easily Washed — save hours of attendant’s time! 
Write, wire, "phone ANdover 3-0600 for details. Do it now! 


A leading government institution 
administrator says: “The 10 Syko 
Mattresses we bought in December 
1954 show hardly any signs of wear 
after constant use. In this period we 
would have used at least 40 of our 
regular hair filled mattresses —and 
an equal number of mattress protectors. Since then we've ordered 
122 more Sykos and plan to equip all of our 1,500 beds with 
Syko Mattresses. It is my firm belief that Sykos are the answer 


IS YOUR BEST BUY! 


INC. INSTITUTIORSL DIVISION 
32 North State Street, Chicago 2, Ill. 


Canadian Distributors: SIMPSON’S, 45 Richmond Street, West, Toronto 1; Caneda ] 


cal donations. In many institutions 
there is little control over donated 
clothing and it becomes a case of 
“take what you can get.” 

Further, intelligent distribution 
of garments by patient-type will help 
get more mileage out of the clothin 
dollar. For senile or disturbed male 
patients—who are often completely 
unaware of their clothes, or who 
might try to destroy them—there is 
little point in providing any great 
variety. They are best outfitted in 
strong jeans or khakis. Working pa- 
tients, while on the job, should be 
dressed in heavier clothing, with 
woolen underwear and sweaters, if 
the weather dictates. Here, too, prac- 
ticality is the criterion, and, as in our 
walk in the woods mentioned earlier, 
fashion should wait on function. 


EMOTIONAL SATISFACTIONS 


When not on the job, many of the 
working patients, along with all con- 
valescents, can appreciate, and should 
be issued, more distinctively styled 
garments in wider ranges of fabrics, 
colors, and sizes. It is with these pa- 
tients that the suggestions offered in 
this article can be most effective. A 
convalescent patient understands the 
idea of individual, identified clothing 
and can keep track of his own ward- 
robe. He takes pride in his clothing, 
wants it to be different from that of 
his neighbors, and probably derives a 
definite emotional benefit from such 
individualized service. He is a step 
above the other patients, and on the 
road to possible recovery. 

There are certain occasions in the 
lives of patients which call for special 
kinds of clothing—a dance, a patty, 
a theatrical presentation, etc. We sug: 
gest obtaining special clothing to meet 
this need as it arises for the various 
groups of patients. This is the sort of 
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projec that a hospital auxiliary or service group might 
be ha »py to endorse and promote, and donations of 
dothi:g for such a “costume wardrobe” would be rela- 
tively asy to solicit. Thus, at virtually no expense to the 
hospit..|, patients could be provided with the all-impor- 
tant “sight” clothing for special occasions—occasions 
which. charged with extra meaning and involvement as 
they o. ten are, might very well prompt additional thera- 
peutic progress in the patient. On a small scale, the in- 
stitution’s own budget might supply fancier clothing for 
some occasions when it will be of greatest satisfaction to 
the patients. 


THE APPAREL SHOP 


In quite a few mental hospitals and schools for the 
deficient, ’stores” have been established, where patients 
may select their own garments. These are stocked with 
various types of state-owned and donated clothing, both 
new and used. The “clothing shop” succeeds when there 
is close cooperation between staff and volunteers. It 
has considerable value for community education by en- 
listing the capable services of volunteers, both in the 
solicitation of donations and in the actual sales-service 
to patients. 

The patient is “waited on” by a volunteer or em- 
ployee saleslady who helps him pick out a wanted item, 
perhaps try it on, and make the “purchase.” This pro- 
vides the educable or trainable patient in schools for the 
deficient with experience in wardrobe selection and 
shopping, which is valuable for his ultimate return to 
community life. It is also a benefit to the oversize or 
‘hard-to-fit” patient in obtaining the right garments for 
his personal needs. 

Each article purchased is marked with the patient’s 
name, just as all privately owned clothing is identified. 
In fact, the desirable practice is to mark state-owned 
clothing with patients’ names and ward numbers to per- 
sonalize clothing issuance, wherever possible. Progress 
in clothing distribution is moving from the unsatisfac- 
tory central pool, with its “small, medium, large,” through 
the ward as a unit, to full identification of each garment 
by individual patient’s name. The laundry receives and 
sends the clothing by ward designation, with individual 
sorting of clean garments performed within the ward. 


CLOTHING DISTRIBUTION 


A few years ago, an informal group of nurses, doc- 
tors, and business managers worked with the staff of the 
AP.A. Mental Hospital Service to study the problems of 
clothing distribution. This group, headed by Mr. Alexis 
Tarumianz of Delaware, submitted a detailed report 
which offered an excellent guide for the handling of 
patients’ clothing. Included among its valuable sugges- 
tions were such items as: 


* A central facility for storing and issuance, located con- 
veniently for access by all concerned, it should pro- 
vide adequate storage space for all clothing items, 
whether fabricated, donated or purchased. 


*It should contain a showroom where patients may 
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select styles, and also a fitting room for alterations 
and repairs. 

* One room should be reserved for mothproofing season- 
al garments. 

* The program should be under the direction of a quali- 
fied clothing supervisor. She would coordinate and 
supervise all clothing activities. 

* Suggested Staffing—Clothing Distribution Section—1 
employee to each 500 patients in residence, 1 pa- 
tient-worker to each 800 p.ir. Sewing Room— 
connected with it—1 employee to each 600 p.ir., 1 
patient-worker to each 300 p.ir. 


Now, it has hardly been our intention here to estab- 
lish firm clothing standards for all institutions. Require- 
ments and budgets vary greatly from one hospital to an- 
other, and the specifics must be determined locally. Al- 
though we have had a great deal of experience and suc- 
cess in helping to solve the problems in these areas on 
the local level, our purpose has been to suggest gen- 
eral techniques that can readily be adapted to any in- 
stitution, for the purpose of increasing variety in patient 
clothing without significantly increasing costs. e 


NEW 
PRODUCTS 


Telescopic Window Washers 


Housekeeping supervisors, faced with the task of keep- 
ing old and new buildings properly clean, have shown 
interest in telescopic window washers for making high 
window washing a faster and safer operation. 

Using all six of the telescopic sections available with 
one model, the washer can be extended to 66 feet. 
Stretched to full length, and with brush and hose full of 
water, the washer tips the scales at a mere 20 pounds. 

A special detergent, available from the manufac- 
turer, cleans glass but will not etch paint, stain stone 
or brickwork, or harm shrubs. Wide flare brushes with 
nylon edges and polyurethane foam centers catch center 
edges and corners in one swipe. 

Two men, each with a hose and brush, make the 
operation most efficient, one washing with the deter- 
gent, the second following with the rinse. The Tucker 
Manufacturing Company, Inc., of Cedar Rapids, Iowa, 
offers a wide variety of lengths in telescopic tubing, the 
superdetergent, and brushes cut to several window pane 
sizes. 


Pipe Sealants 


Hospital maintenance plumbing may be facilitated by 
the new “Permacel” ribbon-type dope, a pipe thread 
sealant made of DuPont's “Telflon” (fluorocarbon resin). 
This tape is wrapped around pipe threads and the sec- 
tions are screwed together. One wrap-around of this 
material takes the place of the traditional dope can. 
The tape is unaffected by temperatures from —450° to 
+500° Fahrenheit, is immune to weathering or aging, 
and is nontoxic. 


ALEXIS TARUMIANZ 
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NEW 


the diagnosis and treatment of 


DEPRESSIONS in private practice 


Prepared and narrated by S. Bernard Wortis, M.D., Dean of the School of Medicine 
and Post-Graduate Medical School, Chairman and Professor of the Department of 
Neurology and Psychiatry, New York University Medical Center 


This timely teaching film is now available for 
showing to interested professional groups. 

The film describes and illustrates the signs of 
depressions commonly seen in general medical 
practice, and outlines suggested plans of treatment 
by the family physician. Suggestions are given on 
methods of handling suicide risk, referral, treat- 
ment in consultation, and hospitalization. 


The film is black and white, sound-on-film, runs 
about 20 minutes and contains no commercial 
material. 

To arrange for a group showing, please write 
the date you wish to show the film (list alternate 
dates, if possible) and the number of physicians 
expected to attend. 

Mail your request to: 


Professional Services Dept. 
WALLACE LABORATORIES 
Cranbury, N. J. 


Q) wALLAcE LABORATORIES /Cranbury, N. J. / producers of Deprol® oil 
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REVIEWS & COMMENTARY 


READERS’ 
FORUM 
Sight Unseen 
The picture and short article, “Patients Help Santa 


Bolaus on page 30 of the December issue of MENTAL 


Hosrrr Ls, unintentionally hit on one of my “pet peeves.” 
Me picture shows personnel from a hospital and local 
Mgencies inspecting toys made by the patients. I think 
this picture is an accurate one, i.e., the hospital personnel 
gd representatives of organizations surround the fin- 
ghed toys, while the patients who have made these items 
mrely see the children receive the toys. I am willing to 


make the value judgment that this practice is wrong. 


Hno better arrangement can be worked out, many hos- 
tals have rooms with one-way vision mirrors (whose 

ction is usually well known to patients) where small 
goups of patients could see some of the toys given to 
gall groups of children. With more regressed patients, 
Personnel could point out explicitly, “You made possible 


é the smiles on the face of those children.” 


runs 
orcial 


write 
rnate 
icians 


After registering my complaint, I do want to men- 
fon how very much I enjoy the contents of MENTAL 
Mospirats. I consider this publication an outstanding 
frum for creative thinking and a constructive force in 
fe improvement of hospital practices. 


WILMA J. KNOX, Ph.D. 
Clinical Psychologist 
VA Hospital, Sherman, Wyoming 


FILM 
REVIEWS 


APPRAISAL OF COMPETENCY (color, 18 minutes) 
Produced by Nebraska Psychiatric Institute, Omaha. 


Another excellent training film has been produced by the 
enterprising film-makers of NPI. Intended for showing 


These stills are taken from the animated sequences of 
Appraisal of Competency. In No. 1, Dr. Whatsisname 
tubber-stamps his patient as competent. No. 2 illus- 


to physicians, “Appraisal of Competency” is the first in 
a series entitled “The Doctor and the Law,” and its ob- 
jective is to clarify a few points for doctors who may be 
asked to give opinions as to the competency of patients. 
The “instructor” is our old friend, Dr. Whatsisname, who 
appears not only in his familiar cartoon form, but also 
disguised as Henry A. Davidson, M.D. Both are con- 
siderably more than competent. 

In live action sequences, the genial and highly in- 
formative Dr. Davidson explains that competency is a 
legal concept and not a medical diagnosis. Since there 
is no way to prove a patient is competent, the doctor 
must seek to determine whether the patient is incompe- 
tent. Incompetency implies, first of all, a disorder of 
thinking. Next, it implies impaired judgment. Finally, 
as a result of the impaired judgment, there must be evi- 
dence of one of three pragmatic criteria of incompe- 
tency. 

Dr. Davidson suggests three key words for list- 
ing these criteria: “squandering,” “gullibility,” and 
“hoarding.” As he explains his meaning, a series of 
amusing animated-cartoon sequences depict various ex- 
amples of behavior which illustrate his points. Dr. Da- 
vidson emphasizes that no one psychiatric diagnosis is a 
determinant of competency; each case must stand on its 
own feet. He also points out the curious implications 
caused by the amount of money involved. If no estate 
is involved, there is no need to determine competency 
at all. 

Thus it may happen that a patient is competent 
on Monday, but may have to be declared incompetent 
on Tuesday—if he inherited a million dollars on Tuesday. 
In all questions involving competency, Dr. Davidson 
warns that there is no place for the hunch. Instead, the 
doctor must ask himself three questions: What is the 
diagnosis? Has this condition adversely affected this pa- 
tient’s judgment? Does the patient meet any of the 
three pragmatic criteria (hoarding, squandering, and 
gullibility ) ? 

The wry humor of some of Dr. Davidson’s com- 
ments is neatly underscored by the caricatures in the 


trates the gullible patient's daydream of squandering 
money. The composite picture at right shows how ani- 
mation produces motion by a series of hand positions. 
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animated sequences, although this does not detract from 
the film’s serious purpose. The result is a lucid presen- 
tation that makes “Appraisal of Competency” a useful 
film for showing to medical societies or to medical stu- 
dents. In his film debut, Dr. Whatsisname shows defi- 
nite promise. One hopes that his many duties will not 
prevent him from making more of the same. For in- 
formation abcut availability of this film, please write to 
Audio-Visual Aids Section, Nebraska Psychiatric Insti- 
tute, Omaha, Nebraska. 


BEYOND THE SHADOWS (color, 26 minutes) Pro- 
duced by the Colorado State Department of Public 
Health. Available on a loan basis from many state health 
department film libraries, or may be obtained from the 
Children’s Bureau, U. S. Department of Health, Educa- 
tion, and Welfare, Washington 25, D.C. Persons who in- 
tend to purchase prints should address requests for a pre- 
view print to Health Education Section, Colorado De- 
partment of Public Health, 4210 E. 11th Avenue, Denver. 


The increasing interest in mental deficiency has re- 
sulted in a number of good films on the subject. Because 
each new film emphasizes one aspect of deficiency, all 
of them are useful. “Beyond The Shadows” will be espe- 
cially welcome to those who have been searching for a 
film which looks at mental deficiency as a community 
problem. This excellent addition to celluloid “literature” 
presents a simply-stated explanation of mental deficiency, 
offers a historical analysis of attitudes toward it, and 
shows how guilt and ignorance have prevented communi- 
ties from coping intelligently with the problem. This im- 
portant background material is presented clearly and in- 
terestingly through imaginative art work and a well-writ- 
ten script. 

Most of the film, however, is a demonstration of how 
one community—through self-initiated effort—overcame 
its fear and prejudice and united in a program to assist its 
mentally handicapped. In Colorado Springs, parents got 
together to help mentally deficient children who were 
unable to benefit from local special education or state 
institutions. With assistance from the State Department 
of Public Health (working with the City-County Health 
Department), and various agencies and individuals in the 
community, they eventually opened “Hope House,” a 
day-care center for the mentally handicapped. 

The film clearly indicates that responsibility for pro- 
viding special services of this type rests squarely upon 
the community; that is where concern must be generated 
and action must be started. It creates no false impression 
that Colorado Springs has solved all of its problems re- 
lated to the mentally deficient, but emphasizes that com- 
munity cooperation is necessary before tackling the next 
one. Another virtue of the film is its depiction of the help 
supplied by a wide variety of people: pediatricians, pub- 
lic health nurses, psycholegists, speech therapists, et al. 

“Beyond the Shadows” may be used effectively to en- 
courage parents to work together to obtain special serv- 
ices for their mentally deficient children. It may be shown 
to inform the general public of problems connected with 
mental deficiency, and to mobilize support for day-care 
centers and sheltered workshops. Students of medicine, 


-Youth from Ages 14 to 22. This 96-page document wa 


psychology, and social work will find the film interesting 
as a public health approach to one special problem. 
TACK NEHER 
Mental Health Materials Cente, 


CURRENT 
STUDIES 


THE PSYCHOLOGICAL AND MEDICAL ASPECTs 
OF THE USE OF NUCLEAR ENERGY. This report 
of the proceedings of two symposia was published by 
the Group for the Advancement of Psychiatry. The par. 
ticipants—four scientists of international repute in m. 
clear energy, and one eminent journalist—had already 
done much to alert the public to the dangers inherent in 
the use of atomic energy. Among the topics covered are: 
psychological aspects of the nuclear arms race, implica. 
tions of the fall-out problem; confusions in the radiation 
field; the concern of science with nuclear developments, 


and the implications of nuclear energy for our civilian} ! 


economy. 


PREVENTIVE PSYCHIATRY IN THE ARMED 
FORCES: WITH SOME IMPLICATIONS FOR CIVIL. 
IAN USE. Critical loss of manpower and inefficiency of 
employees because of psychiatric difficulties may be te 
duced if preventive techniques developed by militan 
psychiatrists are applied to industry and other organized 
groups. This is a conclusion set forth in a special report 
(No. 47) by the Group for the Advancement of Psychi- 
atry. The 48-page report traces the development of pre- 
ventive techniques in military psychiatry, emphasizing 
the periods during World War II and the Korean Wa. 


Evidence included in the report indicates that the low 
rate of psychiatric discharge during the Korean conflict < 


as compared with that during WW II was the effect of 
superior preventive psychiatric programs. 

Copies of this pamphlet and of The Psychologica 
and Medical Aspects of the Use of Nuclear Energy, mer: 
tioned above, can be obtained for 75¢ each from Pubii- 
cation Offices, Group for the Advancement of Psychiatry. 
104 E. 25th Street, New York 10, N. Y. Quantity rates 
are available upon request. 


SOURCES OF INFORMATION ON BEHAV. 
IORAL PROBLEMS OF ADOLESCENCE-—An Inde: 
‘of Scientific Studies and Their Sources Dealing wi 


compiled by the A.P.A. Committee on Academic Educe- 
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tion with the professional assistance of Prof. Vaclav 


Mostecky of the Harvard Law Library and his staff. lf: 


contains a directory of American institutions engaged il 
youth research; a directory of current bibliographic 
services useful in youth research; an analysis of the cw 
erage of journal articles on youth by standard indexin{ 
and abstracting services; a list of periodicals pertinent 

the study of youth; and a bibliography of youth researth 
Copies of this booklet can be obtained from the Publ 
cations Department, American Psychiatric Association 
1700 18th St., N.W., Washington 9, D. C., at $3 a copy. 
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EOOK 


EVIEWS 


pROCL REMENT AND MATERIALS MANAGEMENT 
FOR }OSPITALS—by Rex H. Gregor and Harold C. 
Mickey, Springfield, Ill., Charles C Thomas, 1960, 159 
pages, $7.50. 


This informative manual of hospital purchasing pro- 
, cedures, theories, and policies is the first of its kind. 
S Teportt While its main emphasis is on purchasing functions in 
‘| general hospitals, the opening sections 
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inventory cards in colors to identify principal disbursal 
accounts; separate purchase-control cards in matching 
colors for cumulative record of receipts; traveling requi- 
sitions in matching colors for each stock item; color- 
coded departmental monthly expense-cards; and, as a 
corollary, modern posting machines. Naturally, monthly 
and yearly cost recapitulations should flow easily from 
records kept in this manner. 

In the realm of contracts and legal matters, a solu- 
tion is offered to the problem of when a shipment should 
be subject to “risk of loss” on the part of the buyer, and 
when it should be assumed by the seller. A sample pur- 
chase-order form illustrates how this can be stipulated 


: will be of interest to those in the men- 
7 mm hospital field as well. 


— The prevailing concept of pur- 
ent in ‘ 

rol chasing as a “service” function has 
been redefined by the authors as “ma- 
radiative terials management.” This point of 
»pments view contrasts sharply with practices 
Civili] many hospitals and raises some 
provocative questions. How many pub- 
lie mental hospitals fully utilize pur- 
ARMED§ chasing sections to predict, plan, di- 
CIVIL-F rect, and schedule all elements in the 
ciency off field of procurement; to establish prod- 
ry be te} uct standards, prepare specifications, 
militan} organize inventory controls, and co- 
rganizell ordinate the actions of others who 
al report share in these responsibilities? How 
f Psychi-# many hospitals have amplified the 
it of pre purchasing function to the point where 
phasizing} the procurement officer has become 
ean Wat} the key consultant in purchasing poli- 
conducts “value analysis,” settles 
n_conflic ‘make-or-buy” questions, chairs the 
effect of anti-waste committee, and otherwise 
_ ] obtains the maximum ultimate value 
hologicalf foreach dollar of expenditure”? 


pert A systematic review of prerequi- 
= hi ra sites for effective, judicious purchasing 
| policies stresses the importance of the 
tity ocurement officer’s conduct to good 
public relations. Injunctions are is- 
BEHAV4 ued against such practices as reveal- 
An Indejing a vendor's prices to his competi- 
ling witjtors, accepting gift-bribery, and mak- 
ment wai ing purchases for members of the hos- 
ic Educ? pital staff. The purchaser should never 
f. play off one supplier 
s staff. lfagainst another, but is urged to secure 
ngaged ilfasufficient number of bids. He should 
graphicifaso assume responsibility for inspect- 
f the coving the goods received at his hospital. 
_ indexin! Assuming that all hospitals need, 
rtinent can afford, the delicacy of cost ac- 
Teseatt'{%unting, the authors submit a utopi- 
he analysis of a purchasing-cost-ac- 
ssociai™"founting department with all the req- 
a COPY: fisite paraphernalia; stock and cost 


implica- 


BEAUTIF YING FLOORS 


NOVATRAZ’ 


a modern approach to an ancient art 


Get up-to-date on flooring! Use Novatraz, a new, 
improved terrazzo type flooring for busy institutions. 

All of the fine, inherent, timeless qualities of terrazzo are 
retained plus a series of new, improved properties 
important to institutions. For instance, Novatraz is... 


@ Tough, easy to maintain, has an attractive, colorful 
appearance. 

@ Applied in a thin coat—reduces floor weight, cuts costs. 

© Has a built-in resilience that is quiet and easy on the feet. 

@ Has a remarkable resistance to oils, fats, greases, acids 
and other chemicals including urine. 

@ Can be installed over most existing sub-floors—has 

- its own adhesion. 

@ Is fire-resistant—will not support combustion. 

Investigate Novatraz now! Write for new descriptive 


folder plus the name of the franchised applicator 
nearest you. Address— 


5220 Whitby Avenue, Philadelphia 43, Pennsylvania 


® SELBY, BATTERSBY & CO. 
1115 East 30th Street, Baltimore 18, Maryland 
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unmistakably in a clause which states that title of own- 
ership passes to the hospital only after it has received 
the goods. 

The book's concluding section offers suggestions for 
prudent purchasing, and advice concerning specifica- 
tions, quality, and durability. There are also discussions 
about purchasing bedding and linen, canned fruits and 
vegetables, and fresh produce; planning the equipment 
for a new hospital; and the purchase and care of surgi- 
cal instruments, including a 50-page appendix of instru- 
ments grouped under 44 surgical specialties. 


EDWARD H. ALLPORT 


OBSERVATIONS ON THE TREATMENT OF THE 
MENTALLY ILL IN EUROPE-by J. F. Casey, M.Dy 
Leon L. Rackow, M.D., and August W. Sperry, The Veg 
erans Administration, U. S. Government Printing Office, 
Washington 25, D. C., July, 1960, 63 pages. 


During the past few years many new concepts and img 
proved techniques have been introduced into the treats 
ment of mental illness in Europe. From time to timeg 
few small groups of psychiatrists and other professionali 
people have gone abroad for first-hand observation gf 

them. One group, sent by the VA, authored this well 
written, easily-read pamphlet. It reports a detailed sig 
week study of psychiatric practice ang 


for 

social and 
emotional 
improvement 
in senility 


biochemical cerebral tonic 


reduces nursing care 
restores ability for self-care 


The typically senile, or even the “hopeless . . . emotionally and intellec- 
tually deteriorated, elderly long term hospitalized schizophrenic patients” 


responded to L-Glutavite.' 


There was improvement @ in grooming @ in eating habits ™@ in ward 


behavior @ in social activity @ in health 


procedures in Great Britain, Frangg 
Switzerland, Belgium, The Nethem 
lands, Denmark, and Sweden. 

This reviewer, having gone ong 
similar mission two years ago, cal 
state that the authors give a clea 
concise, and accurate report of whi 
they saw. They also present som™ 
worthwhile conclusions concerné 
possibilities of absorbing certain Eig 
ropean practices into American psj 
chiatry. 

Their astute observations encom 
pass such topics as the open hospital 
the comparative use of insulin comm 
and electric shock in Europe andi 
this country, the philosophy of th 
value of remunerative work for pa 
tients, and the differences in concepii™ 
of psychotherapy that exist in ti 
e countries they visited. 

Much of the pamphlet deals will 
the care of mental patients outside tht 
hospital, including outpatient 
ices, day and night hospitals, hostel 
and domiciliary care programs. Ti 
authors were particularly interesteml 
in observing care and treatment pm 
grams for the elderly. They give & 
cellent accounts of the Worthing ail 
Chichester Experiments in loweritij 
the admission rate to mental hospital 
through screening, and the Mapperlgy 
Hospital-City of Nottingham plan 


A minimum of nursing care was needed and this was “‘on a level that can 
be performed in a nursing home or by nonmedical personnel . . . thus 
relieving the overburdened hospital facilities and the short supply of 
nursing personnel for more acute and demanding situations.”" 
L-GLUTAVITE supplies adequate amounts of monosodium |I-glutamate, 
readily absorbed, appearing in the circulation as glutamic acid, necessary 
for significant cerebral metabolic functions. It also provides niacin for vaso- 
dilation and other B vitamins to enhance enzymatic oxidation. L-Glutavite 
is also useful in conjunction with antidepressants and tranquilizers. 
L-Glutavite may be readily administered in tomato juice, soup, milk or 
other liquids. Patients freely accept it. Literature on request. 

1. Fincle, L. P., and Reyna, L. J.: J. Clin. & Exper. Psychopath. 19:7 (Mar.) 1958. 


CROOKES-BARNES Laboratories, Inc., Wayne, New Jersey 


prehospital screening of elderly f™ 
tients. 

The second section of this twa 
part booklet briefly reviews confem 
ences held in the different VA Me@m 
cal Areas to discuss the authors’ 6m 
servations and how they could be ii 
plemented for use by the VA. Ti 
entire report will interest and stint 
late anyone who is involved in the 
care and treatment of emotionally™ 
people. 


WILLIAM F. McLAUGHLIN, Ma 
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ospital 
lan for Although depression is acommon Tofranil, brand of imipramine 


component of problems seen in medical hydrochloride: Tablets of 25 mg. anc 
_ practice, the classical symptoms of tablets of 10 mg. for geriatric and 
depression are seldom obvious. M _ adolescent use; also, ampuls for 
frequently, depression lurks in intramuscular administration only, 
_ the background...is often masked by —_ containing 25 mg. in 2 cc. of sol 
physical symptoms such as fatigue, (1.25 percent), 
insomnia, poor appetite and weight lo: ile eee 
is frequently detectable only by 
careful questioning. 


_ When depression complicates the 


picture, Tofranil relieves or eliminat 
symptoms in approximately 80 per cent . 


‘Geigy Pharmaceuticals 
Division of Geigy Chemical 


of cases within 2-3 weeks. 7 
| erature available on request. Ardsley, New York 


‘ 
Corporation 


in the senile patient 

controls acute agitation, 
hostility, 

severe apprehension, 
hyperactivity 

reduces confusion, 
delusional reactions 


encourages cooperation 
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DICINE 


TABLETS 


SYRUP 


JECTION 


parine 


HYDROCHLORIDE 


Prom ne Hydrochlioride, Wyeth 


yeth Laboratories Philadelphia 1, Pa. 


Detailed Information on 


SPARINE® 


HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 


SPARINE effectively controls central nervous system excitation, 
allays apprehension and anxiety, calms the agitated patient and is a 
useful adjunct to the management of mental and emotional disturb- 
ances. Both acute and chronic psychiatric illnesses respond to 
Sparine therapy. SPARINE has been found to be useful in the man- 
agement of nausea and vomiting of either central nervous system or 
gastric reflex origin. SPARINE effectively facilitates the action of 
analgesics and central nervous system depressants. It has been used 
as an adjunct to surgical sedation, allaying apprehension and re- 
ducing the dosage requirements for narcotics, analgesics and seda- 
tives. SPARINE may be used as an aid in diagnostic and therapeutic 
regimens. Such nonspecific symptoms as anxiety, pain, vomiting, 


. Nausea and hiccups frequently make more difficult both diagnosis 


and therapy of organic disease. SPARINE allays such symptoms 
without masking physical, neurological or laboratory findings. 


DIRECTIONS. For maximal therapeutic benefit the amount, 
route of administration and frequency of dose should be governed 
by the severity of the condition treated and the response of the pa- 
tient. Oral administration should be used whenever possible; 
parenteral administration should be reserved for uncooperative pa- 
tients or when nausea and vomiting interfere with oral administra- 
tion. SPARINE when used intravenously should not exceed a concen- 
tration of 25 mg. per cc.: injection should be given slowly. Dilute 
50 mg. per cc. concentration with equivalent volume of physiologi- 
cal saline before I.V. use. Avoid injection around or into the wall 
of the vein. 


In the management of agitated patients. SPARINE should be given I.V. 
in initial doses of 50 to 150 mg. If the desired calming effect is not 
apparent within 5 to 10 minutes, additional doses up to a total of 
300 mg. may be given. Once the desired effect is obtained, SPARINE 
may then be given I.M. or orally in maintenance doses of 10 to 200 
mg. at 4 to 6 hour intervals. Jn less severe disturbances, initial oral 
therapy may be satisfactory. When tablet medication is unsuitable 
or refused, Sparine Syrup may be used. 


Medical uses. Antiemetic. ; 

Usuai dose is 25 to 50 mg. repeated at 4 to 6 hour intervals. When 
oral route is not feasible, 50 mg. I.V. or I.M. will usually control the 
symptom, but oral medication should be initiated as soon as 
feasible. 


In the management of pain associated with malignancy or chronic 
disease, SPARINE may be administered orally or I.M. in 25 to 50 mg. 
doses repeated at 4 to 6 hour intervals to allow for reduced dosage 
of analgesics. In medical emergencies, to allay apprehension and 
facilitate diagnosis or therapy, SPARINE should be given I.V., I.M. 
or orally in 50 to 200 mg. doses. See direction circular for details. 


PRECAUTIONS. Although rare, drowsiness, dizziness and transi- 
tory postural hypotension may occur. If a vasopressor drug is indi- 
cated, norepinephrine is recommended since SPARINE reverses the 
effect of epinephrine. Agranulocytosis has been reported in only 18 
cases in about 3!4 million patients. If, however, signs of cellular 
depression—sore throat, fever, malaise—become evident, discon- 
tinue Sparing, check white blood cell count, and initiate antibiotic 
and other suitable therapy if indicated. Seizures, reported as occur- 
ring during SPARINE therapy, occur usually with rapid large increases 
in dose and at a daily dosage above 1 Gm. Caution must be exercised 
when administering SPARINE to patients with a history of epilepsy. 
Avoid perivascular extravasation or intra-arterial injection, as 
severe chemical irritation or inflammatory response may result. 
Because of its facilitating action on analgesics and central nervous 
system depressants, give them only in reduced dosage with SPARINE. 
Do not use in comatose states due to central nervous system depres- 
sants (alcohol, barbiturates, opiates, etc.). Use with caution in pa- 
tients with cerebral arteriosclerosis, coronary heart disease, or other 
conditions where a drop in blood pressure may be undesirable. 


For further information on prescribing and administering SPARINE, 
see descriptive literature, available on request. 
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NEWS es NOTES 


13th Mental Hospital Institute 
Alfred H. Stanton, M.D., chairman of rangements Committee. Members of Dr. 
the Program Committee for the 1961 Wittson’s committee are: John Aita, 
Mental Hospital Institute, has an- M.D., and Thaddeus P. Krush, M.D., 
nounced that Cecil Wittson, M.D., will both of Omaha, and James Mahoney, 


serve as chairman of the Local Ar- 


‘AMERICAN AssocIATION ON MenTAL Dericiency, Annual Meeting, May 2-6, 


Quarterly Calendar 


A.P.A. ANNUAL MEETINGS 
1961 May 8-12, Hotel Morrison, Chicago, Ill. (117th) 
1962 May 7-11, Royal York Hotel, Toronto, Canada (118th) 
1963 May 13-17, Ambassador Hotel, Los Angeles, Cal. (119th) 


A.P.A. MENTAL HOSPITAL INSTITUTES 


1961 Oct. 16-19, Hotel Sheraton-Fontenelle, Omaha, Neb. (13th) 
1962 Sept. 24-27, Hotel Americana, Miami Beach, Fla. (14th) 
1963 Sept. 23-26, Cincinnati, Ohio (Hotel to be announced) (15th) 
1964 Sept. 28-Oct. 1, Hotel America, Boston, Mass. (16th) 


OTHER PROFESSIONAL MEETINGS 


AMERICAN ASSOCIATION OF PsycHIATRIC CLINICS FOR CHILDREN, Annual Meet- 
ing, March 22, New York City (Ing. 250 W. 57th St., N.Y.C. 19.) 

ASSOCIATION FOR THE ADVANCEMENT OF PsYCHOANALYsIsS—Annual Karen Hor- 
ney Memorial Lecture, March 22, New York Academy of Medicine. 

AMERICAN ORTHOPSYCHIATRIC AssocIATION, Annual Meeting, March 22-25, 
Statler-Hilton Hotel, New York City. 

AMERICAN Society oF Group PsycHoTHERAPY & PsycHopRAMA, Annual Meet- 
ing, March 24-25, Hotel Commodore, New York City. 

NATIONAL ASSOCIATION OF RECREATIONAL THERAPISTS, INc., Annual Meeting, 
April 4-7, Pick-Carter Hotel, Cleveland, Ohio. 

CARIBBEAN CONFERENCE FOR MentaL HeaLtH—3rd Annual Conference, April 
4-11, University College, Mona, Jamaica, B.W.I. 

NaTIONAL Leacue For Nursinc, Biennial Convention, April 10-14, Cleveland, 
Ohio. 

Group FOR THE ADVANCEMENT OF PsycHiATrRy, Annual Meeting, April 13-16, 
Hotel Berkeley Carteret, Asbury Park, N. J. 

AMERICAN ACADEMY OF GENERAL Practice, Annual Scientific Assembly, April 
17-20, Miami Beach Auditorium, Miami Beach, Fla. 

Society or MepicaL PsycHoanatysts, Academic Lecture, April 19, Medical 
College, New York City. 

ASSOCIATION FOR THE ADVANCEMENT OF PsyCHOANALYsIs, Annual Meeting, 
April 26, Karen Horney Clinic Bldg., 329 E. 62nd St., New York City. 
AMERICAN PsycHosomatic Society, Annual Meeting, April 28-30, Atlantic 

City, N. J. 
MenTA Heattu WEEK, April 30-May 6. 


Netherland-Hilton Hotel, Cincinnati, Ohio. 

AMERICAN PsyCHOANALYTIC AssociATION, Annual Meeting, May 5-8, Palmer 
House, Chicago, Ill. 

AcapemMy oF PsycHOoANALysis, Annual Meeting, May 6-7, Hotel La Salle, Chi- 
cago, Ill. 

accumnes or Group PsycHoTHERAPY & PsycHopraMA, Annual Meeting, May 7, 
Morrison Hotel, Chicago, Ill. 

AMERICAN Society oF MepicaL Psycuiatry, Annual Scientific Session, May 7, 
Morrison Hotel, Chicago, IIl. 

American Acapemy or CHILD PsycHiatry, Annual Meeting, May 7, Palmer 
House, Chicago, IIl. 

Association oF Mentat Hospirat CuHapiains, Annual Meeting, May 8-12, 
Sheraton Hotel, Chicago, IIl. 

NATIONAL AssocIATION OF STATE MENTAL HEALTH ProcRAM Directors, An-. 
nual Meeting, May 12, Morrison Hotel, Chicago, Ill. 


M.D., of Council Bluffs, Iowa. 

The Ladies’ Committee under th 
chairmanship of Mrs. LaVern ¢ 
Strough, assisted by Mrs. Cecil Wittso, 
and Mrs. Kenneth Muehlig, is pianning 
special entertainment for the wives of 
those attending the Institute. 


Next Certification Examination 

Francis J. O’Neill, M.D., secretary of 
the A.P.A. Committee on Certification 
of Mental Hospital Administrators, a. 
nounces that the next examination of 
candidates will take place on May j, 
1961, in Chicago, Illinois, just prior 
to the Annual Meeting of the APA 
For further information and applica 
tion form, write to Dr. Francis } 
O’Neill, Senior Director, Central Islip 
State Hospital, Central Islip, New York 


Eyewitness Account 

Continuing its inservice education pr 
gram, the staff of the A.P.A. Centr 
Office received a first-hand report 
psychiatry’s participation in the White 
House Conference on Aging from Hay. 
den H. Donahue, M.D., and Mather 
Ross, M.D., co-chairmen of the section 
on mental health (see page 16 for ful 
report). Drs. Donahue and Ross & 
scribed their part in the conference anj 
expressed their pride in the manner it 
which various members of the A.P.A 
participated. 

Other recent talks in the inservic} 
program have included one by Dr. Ros 
on clinical psychiatry and one by Wi 
liam F. Sheeley, M.D., on diagnosii 


nomenclature. 
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There’s no mystery about it. The Airkem 
Program does all the jobs that have to be 
done. It cleans all surfaces. It disinfects 
-reduces cross-infection. It kills insects 
-every kind. And it counteracts odors, 
ten the most obnoxious ones, without 
adding heavy perfumes or chemical smells. 
And all this while actually cutting down 
lhe work-load of your maintenance staff, 
‘nce Airkem combines two or even three 
functions in one housekeeping operation! 

This is the only complete program of 
sic hospital sanitation maintenance. 
cedures are simple—all you do is insist 
lat the indicated Airkem products are 
ied in their proper places in the hospital. 
Airkem matches a treatment to each air 
pace, each odor problem, each sanitation 
laintenance task — walls and floors, rest 
ms, laboratories, kitchens — wards, op- 
mting rooms, corridors, elevators — and 
Muces a clean, odorless, agreeable and 
tulthful environment for patients, visitors 

dstaff. Inquire! 


See opposite column for 
one specific Airkem benefit 


AIRKEM 


For a Healthier 
Environment through 
Chemistry 


PEOPLE & PLACES 


NEW YORK: The New York Psycho- 
analytic Society celebrated its Fiftieth 
Anniversary at the beginning of Febru- 
ary. This society organized the first 
formal psychoanalytic training in the 
country in 1925 and established the New 
York Psychoanalytic Institute in 1931. 
The institute is now the largest training 
center of its kind in the world. 

Dr. M. Ralph Kaufman, director of 
the department of psychiatry at Mt. 
Sinai Hospital, New York City, has been 
elected vice president of the New York 
Academy of Medicine. 

A new organization called the Feder- 
ation of Mental Health Centers, Inc., 
with offices in New York City, has been 
formed by a group of psychiatric clinics 
and psychotherapy treatment centers. It 
has been organized for the purpose of 
aiding communities to meet their mental 
health needs, and to provide a medium 
through which clinics may exchange 
ideas and practices for their mutual 
benefit. Dr. Herbert M. Rosenthal was 
elected president of the federation. 


PENNSYLVANIA: Dr. John Maclver 
has been named assistant medical direc- 
tor of the U.S. Steel Corporation, Pitts- 
burgh. 

Dr. Alfred P. Noyes, director of 

psychiatric education, Pa. state mental 
hospitals, and past president of the 
A.P.A., recently received the Third An- 
nual Nolan D. C. Lewis Award for his 
“Outstanding Contributions to Psychia- 
try.” 
HERE & THERE: Delaware State Hos- 
pital (M. A. Tarumianz, M.D., supt.) is 
one of three psychiatric hospitals selected 
by the World Federation for Mental 
Health, for a preliminary research pro- 
ject on employee attitudes toward mental 
illness. The other two hospitals are in 
England and in Hawaii respectively. 

Ancora State Hospital, Hammon- 
ton, N. J., (H. H. Brunt, Jr., M.D., med. 
dir.) is working with the local mental 
health association to organize evening 
education classes for patients. Area 
school teachers have volunteered their 
services as instructors. 

Dr. Robert S. Spencer has recently 
been confirmed as director of the new 
and enlarged Hawaii Division of Mental 
Health which now includes the Hawaii 
State Hospital and all mental health clin- 
ics on the islands. Dr. W. J. T. Cody is 
the medical director of the Hawaii 
State Hospital. 
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Excuse 


for Health 


Hazards in 


Kitchen or food- 
serving areas! 


Foods and utensils are not the only sources 
of kitchen contamination. Every surface, 
every wall and floor, every garbage can, 
every food-storage and food-serving area 
must be kept free from health-hazards. 
How? 

Two Airkem products provide special safe- 
guards for all these danger spots. One of 
them, Airkem A-3, searches out dirt and 
grime and dissolves them, leaves surfaces 
spotlessly clean. At the same time it disin- 
fects everything it touches. It counteracts 
odors, too, without adding a heavy per- 
fume or chemical smell — and creates an 
air-freshened effect. The other Airkem 
product, an odor-controlled non-toxic in- 
secticide, actually brings insects out of the 
crannies where they hide and breed, and 
kills them in the open, where they can be 
seen and quickly removed. 


There is really no excuse for an unsafe 
kitchen, pantry, cafeteria, or any space in 
the hospital where food is stored, pre- 
pared or served. Daily use of these two 
Airkem products adds nothing to the work- 
burden, nothing to the cost. They merely 
replace products currently required. Ask 
your nearby Airkem representative! 


FREE! 


16 oz. can Airkem odor-con- 
trolled non-toxic insecti- 
cide. (Regular $2.05 value.) 
Mail this coupon today! 


airkem 


John Hulse, Airkem, Inc. Dept. MH-3 
241 East 44th St., New York 17, N.Y. 


Send bulletin “Airkem Procedure for 
Kitchen and Cafeteria Maintenance” and 
FREE 16 oz. can Airkem Insecticide to 


Name. 

Title Hospital 

Address. 

City. Zone___ State 
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PUBLICATIONS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


STANDARD REFERENCE WORKS SPECIAL COMMITTEE PUBLICATIONS | 


Diagnostic and Statistical Manual, Mental Disorders 

. prepared by the Committee on Nomenclature and 
Statistics of the American Psychiatric Association, 
1952 $2.00 


Standards for Psychiatric Hospitals and Clinics, 1956 
Edition (revised June 1958) for Public and Private 
Hospitals, Psychiatrie Units in General Hospitals and 


Hospitals & Schools for the Mentally Defective $1.00 
An Outline for a Curriculum for Teaching tmnt 


SPECIAL CONFERENCE REPORTS 


Psychiatry and Medical Education . . . Report of the 
1951 Conference on Psychiatrie Education held at Cor- 
nell University, organized and conducted by the A.P.A. 
and the Association of American Medical Colleges, 164 
pp., cloth, 1952. (Formerly $1.00) 

The Psychiatrist—His Training and Development... 
A substantive report of the 1952 Conference on Psy- 
chiatric Edueation, and a companion volume to “Psy- 
chiatry and Medical Edueation.” (Formerly $2.50) 

Special Price for both Reports $2.00 


Psychiatric Inpatient Treatment of Children . . . Based 
on the Conference on Inpatient Psychiatric Treatment 
of Children held October 17-21, 1956, in Washington, 
D. C. under the auspices of the A.P.A. and the American 
Academy of Child Psychiatry — >>> $3.50 


Design for Therapy .. . An investigation into the possi- 
bilities of collaboration between psychiatrists and 
architects in developing basic information for mental 
hospital design, construction, and equipment, 1952 ___. $1.25 


The Volunteer and the Psychiatric Patient ... A report 
of the Conference on Volunteer Services to Psychiatric 
Patients held June 12-17, 1958, in Chicago —-.... 
Psychiatric Research Reports #1 and #2 (out of print). 
Psychiatric Research Reports #3 — Research in Psy- 
chosomatie Medicine — $3.00 
Psychiatric Research Reports “#4—-An ‘of 
The Newer Pharmacologic Agents and Their Role in 


Current Psychiatrie Practice - be $2.00 
Psychiatric Research Reports #5—Research Tech- 
$2.00 
Psychiatric Research Reports #6—Application of basic 
science findings to psychiatric research $2.00 
Psychiatric Research Reports #7—Stress; Experimental 
psychology; Child psychiatry — $2.00 


Psychiatric Research Reports #8—Research in Affects $2.00 
Psychiatric Research Reports #9—Research in Psy- 


chiatry with Special Reference to Drug Therapy —_... $2.00 
Psychiatric Research Reports #10—Social Aspects of 
Psychiatry — — $2.00 
Psychiatric Research Reports #11—Recent advances in 
Neuro-Physiological Research $2.00 
Psychiatric Research Reports -#12—Explorations i in 
the Physiology of Emotions $2.00 
A Psychiatric Glossary—Paper Bound $1.00 
Library Bound — $2.00 
Psychiatric Research Reports #13—Child Development 
and Child Psychiatry $2.00 
Psychiatry, the Press & the Public _ 50 


4 


A Descriptive Directory of Psychiatric Training in the 
United States and Canada... Third Edition, 1960, 
eompiled by the Committee on Medical Education of 
the A.P.A. $3.00 
Disaster Patton 
Psychological First Aid i in Community Disasters... 


Training Schools for Delinquent Children ... A guide 
to planning with particular reference to clinical facili- 
ties, thectanitid by a special committee of the A.P.A., 
1952 


PROCEEDINGS OF MENTAL HOSPITAL INSTITUTES 


The Psychiatric Hospital: A Community Resource 


Proceedings of 10th Mental Hospital Inst. (1958) Lake 

Proceedings of 11th Mental Hospital Inst. (1959) . ss .& 

Proceedings of 12th Mental Hospital Inst. (1960). $1.00 
MISCELLANEOUS 


Mental Hospitals (1855 Special Issue) 
(10% discount for 20 copies or more) 

Principles, Skills and Tools of Scientific Management, 

by James L. Hayes . $1 


Psychological Factors in Space Flight ... By Capt. 
Norman Lee Barr, MC, USN; Lt. R. B. Voas, HSC, 


USN, and Lt. (j.g.) M. Yarezower, MSC, USNR ___ $LM 
Current Practices in Mental Hospital Administration $2.0 
Dedicatio Medici, by Francis Braceland, M.D. ______. $1 
Fifteen Indices—an aid in reviewing State & Local 

Mental Health and Hospital Programs $2.0 


Recreational Trends in North American Mental Institu- 
tions, by Daniel Blain, M.D. & Pat Vosburgh 
Scientific Papers and Discussions . . . Divisional Meet- 
ing, Midwest Area District Branches, Detroit, Mich., 


Chie $3, 
The Scientific Papers of the 116th APA. Annual 


Selected Reading Lists on Mental Hospitals, compiled sol : 


by A.P.A. 
Sources of Information on Behavioral Problems of Ad- 
olescence, compiled by A.P.A. 

Report on Patients Over 65 in Public Mental Hospitals, 
compiled by Dorothy M. Richardson, A.P.A. Statistician $2 
Impressions of European Psychiatry, by Walter E. 
Barton, M.D., Maleolm J. Farrell, M.D., Frances T. 
Lenehan, R.N., and William M. MeLaughlin, M.D. 
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